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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAL 

AMOBARBITAL 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 

This  agent  ‘‘...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  v/ith  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  Including 
Kapseals®  containingO.l  Gm.  and  0.03  Gm. 

*Roseman,  E.:  Neuro/ogy  1 1 :912,  1961.  33664 


PARKE-DAViS 


PARKS,  DAVIS  (S  COAfPAMY,  Detroit,  M/cfugan  4B332 


BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 


Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now/  available  in  a new  Disposable  Unit. 

Each  "unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg. /kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  lO’s  and  25's. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

( BSPOI ) 


BALTIMORE,  MARYLAND  21201 


A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  coids  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed,  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2“/o) 
and  children  (V4%),  in  solutions  of  Vs,  'U  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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First  National  Bank’s 
Investment  Experts  Can 

PROTECT  YOUR  ESTATE 
AGAINST  UNWISE 
INVESTMENT! 


Our  many  years  of  trust  experience  have  shown 
that  willing  property  directly  to  beneficiaries  is 
often  a burden  in  disguise.  Many  times  bene- 
ficiaries are  not  prepared  either  by  training  or 
experience  to  handle  or  invest  funds  wisely. 

Thus  an  estate  carefully  nurtured  and  brought 
to  fruit  may  be  easily  dissipated  by  unwise  in- 
vestment made  on  the  advice  of  well-meaning 
but  ill-informed  friends  or  relatives. 

To  secure  the  full  benefits  of  your  estate  to  your 
heirs,  arrange  an  appointment  for  you  and  your 
attorney  to  visit  one  of  First  National  Bank’s 
investment  officers  to  discuss  the  investment 
future  of  your  estate  through  the  appointment 
of  First  National  as  trustee  of  your  estate. 

Our  years  of  estate  management,  investment 
know-how  and  group  judgment  can  conserve  the 
fruits  of  your  estate  for  your  heirs,  allowing 
them  the  economic  uses  of  your  estate  without 
the  burden  of  management  and  investment 
duties.  And  the  cost  is  less  than  you  might 
expect. 


NAXIONAI. 

BANK 

OF  ARIZONA 

Complete  Trust  Services  Statewide 

In  Tucson  Call  Mr.  William  Coerver,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 
or  contact  your  nearest  office  manager  and  arrange  for 
an  appointment. 


Hygroton® 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygroton® 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 
•stops  diarrhea 


promptly 

promptly 

promptly 


Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months,to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  % gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

'SOMA’  COMPOUND;  'SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  'Soma’  Compound  and  'Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
simiiar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Code/ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Car/soprodo/— Like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne— Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  'Soma’  Compound  and  'Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 

WA  C ran  bury,  N.  J. 
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ROBERT  t.  BEAL,  M.O. 
QTTP.L.  BENDHEIM,  M.O. 
PAUL  M.  BINDELGLAS,  M.O. 
LEE  S.  COHN,  M.O 
INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.O. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph  D 
GEORGE  G SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


psychoaii 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


mUedical  Center  and  Clinical  ^aberatcrif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 

Martin  L.  List,  M.D.,  Radiologist 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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CROWN 


DANCER  RANCH 


50%  PLUS  TAXPAYERS 

HAVE  A NEED  FOR  LONG 
TERM  CAPITAL  GAINS 
AND  DEPRECIABLE  ASSETS 


PUT  YOUR  TAX  DOLLARS  TO  WORK  NOW,  WHERE  THE  VALUE  IS,  AND  WHERE 
THE  GROWTH  IS  STILL  NEW  ENOUGH  FOR  YOU  TO  GET  IN  ON  THE  GROUND  FLOOR 


j'oy  your  Lrochttrc  from  tho 

c rown  Jb  ancer  in  the  ntail 

or  write  fe>r  information  to  the 

rown  2)  ancer  “Po  riaf  o^^riz. 


LARGE  & SMALL  TRACTS  ■ UNDEVELOPED  LAND 
RETIREMENT  HOMESITES 
CONVENIENT  RECREATIONAL  FACILITIES 


CROWN 


□ AiMCER  RANCH 

PORTAL,  ARIZONA 


PHONE:  AREA  CODE  602 
558-2210 


January,  1965 


9 


Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  P.  O.  Box  128 

Scottsdale,  Arizona  85252 

OFFICERS  AND  DIRECTORS 
1964-65 

W.  Albert  Brewer,  M.D President 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

James  E.  O’Hare,  M.D President-elect 

1613  N.  Tucson  Blvd.,  Tucson,  Arizona 

Paul  B.  Jarrett,  M.D Vice  President 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Charles  E.  Henderson,  M.D Secretary 

7.53  E.  McDowell  Rd.,  Phoenix,  Arizona 

Arthur  V.  Dudley,  Jr.,  M.D Treasurer 

1524  N.  Norton  Ave.,  Tucson,  Arizona 

Walter  Brazie,  M.D Speaker  of  the  House 

P.  O.  Box  631,  Kingman,  Arizona 

Robert  F.  Lorenzen,  M.D Editor-in-Chief 

550  W.  Thomas  Rd.,  Phoenix,  Arizona 

Lindsay  E.  Beaton,  M.D Delegate  to  AMA 

123  S.  Stone  Ave.,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Delegate  to  AMA 

909  E.  Brill  St.,  Phoenix,  Arizona 

William  B.  Steen,  M.D Alternate  Delegate  to  AMA 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

Daniel  T.  Cloud,  Jr.,  M.D Alternate  Delegate  to  AMA 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

DISTRICT  DIRECTORS 

Richard  O.  Flynn,  M.D Central  District 

2210  S.  Mill  Ave.,  Tempe,  Arizona 

W.  Shaw  McDaniel,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Robert  A.  Price,  M.D Central  District 

3602  N.  15th  Ave.,  Phoenix,  Arizona 

Noel  G.  Smith,  M.D Central  District 

3614  N.  15th  Ave.,  Phoenix,  Arizona 

Ashton  B.  Taylor,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Arnold  H.  Dysterheft,  M.D Northeastern  District 

McNary  Hospital,  McNary,  Arizona 

Hugh  E.  Dierker,  M.D Northwestern  District 

505  N.  Beaver  St.,  Flagstaff,  Arizona 

Deward  G.  Moody,  M.D Southeastern  District 

Stage  Building,  Nogales,  Arizona 

Philip  G.  Derickson,  M.D Southern  District 

744  N.  Country  Club  Rd.,  Tucson,  Arizona 

Richard  L.  Dexter,  M.D Southern  District 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

Hermann  S.  Rhu,  Jr.,  M.D Southern  District 

5th  St.  & Alvernon  Way,  Tucson,  Arizona 

Howard  W.  Finke,  M.D Southwestern  District 

Magma  Hospital,  Superior,  Arizona 


COMMITTEES  - 1964-65 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
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BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
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Chairman  (Phoenix) 

PUBLISHING  GOMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix) 

SCIENTIFIC  ASSEMBLY  COMMITTEE;  Richard  L.  Dexter, 
M.D.,  Chairman  (Tucson) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1964 

APACHE:  Ellis  W.  List,  Jr..  M.D.,  President,  McNary;  Ira  L. 
Casey,  M.D.,  Secretary,  Box  299,  Springerville. 
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PIMA;  Hermann  S.  Rhu,  M.D.,  President,  Alvernon  & Fifth  St., 
Tucson,  Elliott  E.  Stearns,  Jr.,  M.D.,  Secretary,  2442  E.  Elm 
St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  Z.  Collings,  Jr.,  M.D.,  President,  100  E.  Florence 
Blvd.,  Casa  Grande;  Gecrge  Boiko,  M.D.,  Secretary,  703  N. 
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Gurley  St.,  Prescott. 
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2nd  Vice  President Mrs.  Robert  L.  Gullen  (Beverly) 
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Treasurer:  Mrs.  Seymour  Shapiro  (Arline) 
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Recording  Secretary Mrs.  Hermann  S.  Rhu  (Ruth) 

2138  E.  Juanita,  Tucson,  Arizona 
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Director  (1  year)  Mrs.  Clare  W.  Johnson  (MaryAnne) 
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Director  (1  year) Mrs.  William  H.  Lyle  (Jill) 
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Director  (2  years)  Mrs.  Juan  Fonseca  (Virginia) 
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SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

President-elect  Dr.  Carlos  Tapia  Tellez 

Blvd.  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

Vice  President  Dr.  Maxwell  Lockie 

40  North  Street,  Buffalo  2,  New  York 
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1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

Secretary  for  Mexico Dr.  Fausto  Zeron  Medina 
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Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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PUBLISHING  COMMITTEE 

Meeting  of  tlie  Publishing  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Friday,  November  13, 
1964,  in  the  Tacoma  Room  of  the  Francisco  Grande 
Motor  Inn,  Casa  Grande,  Arizona,  convened  at  8:30 
P.M.,  Robert  F.  Lorenzen,  M.D.,  Editor,  Ghairman, 
presiding. 

ROLL  CALL 

Present: 

Drs.  Bennett,  Ghester  G.;  Brewer,  ^V.  Albert,  Presi- 
dent; Henderson,  Gharles  E.,  Secretary;  Hindman,  Wil- 
liam M.;  Lorenzen,  Robert  E.,  Editor,  Ghairman;  O’Hare, 
James  E.,  President-Elect;  Taylor,  Preston  J. 

Staff: 

Carpenter,  Robert,  Executive  Secretary;  Robinson, 
Bruce  E.,  Managing  Editor,  Business  Manager. 

Excused: 

Drs.  Eoster,  R.  Lee;  Green,  John  R. 


FINANCIAL  REPORT 

The  Managing  Editor  and  Business  Manager,  Mr. 
Robinson,  presented  various  aspects  of  the  financial 
status  of  the  Journal. 


Advertising  Revenue  Recap 
The  following  recap  was 
the  continuing  decline  of  ad 
Book- 
keeping 
Year 

1960  1/1/60  to  12/31/60 

1961  1/1/61  to  12/31/61 

1962  1/1/62  to  12/31/62 

1963  1/1/63  to  12/31/63 

1964  1/1/64  to  date  (10/3 


provided  which  indicates 
rertising  revenue: 

Advertising  Monthly 
Revenue  Average 
$29,105.12  $2,425.42 
28,969..52  2,414.13 

29,293.80  2,441.12 

24,907.68  2,075.64 

L/64)  18,485.49  1,848..55 


Advertising  and  Non-Advertising  Breakdown 

It  was  reported  tliat,  based  on  the  12  month  period 
ending  with  the  November  issue  of  the  Journal,  an  aver- 
age of  47.9%  of  the  journal  was  devoted  to  revenue  pro- 
ducing advertising  while  52.1%  was  devoted  to  non- 
advertising.  This  compares  with  the  previous  year  of 
51.5%  for  revenue  producing  advertising  and  48. .5% 
non-advertising.  It  was  indicated  that  in  order  for  the 
journal  to  be  on  a break-even  basis  between  60  and  65% 
of  the  content  must  be  revenue  producing  advertising. 


Analysis  of  Page  Content 

A detailed  analysis  of  the  page  content  of  the  journal 
based  on  the  last  12  months  was  presented.  This  indicat- 
ed the  nmnbers  of  pages  devoted  to  various  subsections 
of  the  journal,  such  as  ArMA  Reports,  Original  Articles, 
President’s  Page,  etc. 


Financial  Statement 

A statement  of  the  financial  position  of  the  Publishing 
Committee  for  the  10  month  period  ending  October  31st 
was  presented  indicating  that  as  of  this  date  the  Publish- 
ing Committee  was  running  at  a year-to-date  loss  in  the 
amount  of  $1,170.91.  Presented  along  with  this  was  a 
comparative  income  and  expense  statement  for  the  first 
10  months  of  1963  and  1964  as  follows: 


INCOME 
Total  Income 
Other 
Advertising 


1963 

$27,952.28 

7,124.42 

$20,827.86 


1964 

$27,322.23 

8,836.74 

$18,485.49 


Increase 
(Decrease) 
( 630.05) 
1,712.32 
.$(2,342.37) 
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EXPENSE 

Printing 

Other- 

Total  Expense 
Gain  (Loss)  for 
Period 


15.721.. 32 
10,4.39.25 

26.160.. 57 


17,764.54 

10,728.60 

28,493.14 


2,043.22 

280..35 

2,.3.32..57 


$ (1,170.91)  .$(2,962.62) 


$ 1,791.71 

WOMAN'S  AUXILIARY  PAGE 

Tlie  policy  of  the  Puhlishing  Committee  regarding  the 
Woman’s  Auxiliary  Page  was  discussed  in  some  detail.  It 
was  determined  that  due  to  the  financial  position  of  the 
Journal  no  change  would  be  made  in  the  policy  deter- 
mined on  at  the  October  11,  1963  meeting  which  was 
“Until  such  time  as  the  advertising  revenue  is  far  greater 
than  it  is  at  the  present  time,  no  new  sections  would  be 
added  to  Arizona  Medicine/’ 


MARICOPA  COUNTY  HOSPITAL 

A letter  from  Robert  Briggs,  M.D.,  Chief  Medical 
Resident,  Maricopa  Com-ity  General  Hospital,  was  read 
to  the  Gommittee  mei-nbers.  This  letter  inquired  as  to  the 
possibility  of  the  Gounty  Hospital  submitting  a monthly 
CPG  and  Gase  Presentation  to  the  journal.  Eollowing  ex- 
tensive discussion  it  was  determined  that  we  will  be  un- 
able to  print  these  reports  every  month.  However,  the 
Editor  was  directed  to  advise  Doctor  Briggs  that  we 
would  be  interested  in  receiving  these  presentations  for 
possible  publication  at  intervals  of  six  months  duration 
or  in  situations  where  it  was  felt  the  case  presentation 
was  of  an  extremely  unusual  nature. 

SMJAB  BALTIMORE  MEETING 

Doctor  Lorenzen  and  Mr.  Robinson  presented  their 
rejports  on  attending  the  Regional  Gonference  of  State 
Medical  Journals  held  in  Baltimore,  Maryland,  October 
.3rd  and  4th,  1964. 

MANAGEMENT  CHANGES 

Mr.  Robert  Garpenter  commented  on  the  organiza- 
tional changes  recently  undertaken  by  the  Association. 
He  especially  pointed  out  the  new  job  responsibilities 
of  Mr.  Robinson,  who  has  taken  over  the  functions 
previously  held  by  Mr.  Paul  R.  Boykin. 

AESCULAPIUS  AWARD  PROGRAM 

It  was  reported  that  a full  page  ad  will  be  inserted 
in  the  December  and  January  issues  soliciting  participa- 
tion in  the  Aesculapius  Award  Program  which  is  run 
concurrently  with  the  Annual  Meeting  of  the  Association. 

DEAN'S  PAGE 

Doctor  Lorenzen  reported  on  the  addition  to  the 
Journal  of  the  Dean’s  Page  written  by  Merlin  K.  DuVal, 
Jr.,  M.D.,  Dean  of  the  Gollege  of  Medicine,  University 
of  Arizona.  He  pointed  out  that  the  original  plans  called 
for  the  Dean’s  Page  to  appear  quarterly.  The  first  page 
appeared  in  the  October  issue  and  the  next  will  appear 
in  the  January  issue.  Gonsiderable  discussion  revolved 
around  the  subject  of  whether  or  not  the  Dean’s  Page 
should  appear  on  a more  frequent  basis,  perhaps  even 
monthly  at  this  time.  It  was  determined  that  Doctor 
Lorenzen  would  contact  Doctor  DuVal  to  ascertain 
whether  or  not  he  would  be  interested  and  willing  to 
prepare  this  page  more  often  than  quarterly. 

LOCAL  ADVERTISING 

Mr.  Robinson  submitted  a progress  report  on  the  local 
advertising  program  which  was  initiated  in  June  of  1964. 
This  report  shows  that  as  of  this  date  the  program  has 
realized  $1,858.50  in  new  local  advertising  contracts. 


Januanj,  1965 
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The  subject  of  increasing  the  intensity  of  the  local  ad- 
vertising solicitation  program  as  a way  to  offset  the  an- 
ticipated financial  deficit  was  discussed  in  great  detail. 
Mr.  Robinson  presented  a suggested  plan  for  hiring  com- 
petent people  on  a commission  basis  to  solicit  this  adver- 
tising. The  pros  and  cons  of  “cluttering  up”  the  journal 
with  small  advertisements  were  presented. 

It  was  moved  and  seconded  that  in  light  of  the  fact 
that  there  is  some  disagreement  as  to  exactly  where  we 
stand  financially,  and  that  we  are  perhaps  not  as  bad  off 
as  some  of  us  think,  that  we  continue  to  try  to  get  ad- 
vertising in  the  way  we  are  at  the  present  time;  that  is, 
with  Mr.  Robinson  exerting  v/hatever  influence  he  can, 
either  by  mail  or  telephone,  or  by  direct  contact  when- 
ever it  is  possible  and  that  we  re-evaluate  this  matter 
at  a later  meeting.  Tliis  meeting  to  be  held  after  De- 
cember 31,  1964  when  the  year-end  financial  statement 
for  the  journal  operation  is  available.  Motion  unanimous- 
ly passed. 

PHYSICIANS'  DIRECTORY 

The  matter  of  discontinuance  of  the  Physicians’  Direc- 
tory Section  of  the  Journal  was  discussed  in  light  of 
Doctor  William  B.  McGrath’s  letter  of  August  21st.  It 
was  determined  that  due  to  the  income  realized  from  this 
section,  this  section  should  not  be  eliminated  from  the 
journal  at  this  time. 

OTHER  BUSINESS 

The  matter  of  the  “General  Overhead”  charges  made 
against  the  Journal  operation  by  the  Association,  which 
covers  office  space,  telephone,  salaries,  etc.,  was  dis- 
cussed. It  was  determined  that  at  the  time  of  the  next 
budget  preparation  this  figure  should  be  re-evaluated 
and  adjusted  accordingly. 

MEETING  ADJOURNED  AT  10:00  P.M. 

Gharles  E.  Henderson,  M.D. 

Secretary 


PLAN  FOR  IT  NOW 
April  28  - May  1 
74th  Annual  Meeting 


24-HOUR  AMBULANCE  SERVICE  *AL  4-4111 


MOTOR  AMO  AIR 

A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 
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TRUST  DEPARTMENT 


RESOURCES  $1  BILLION 


U DEPOSIT  INSURANCE  CORPORATION 
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Cafiie^tfaek  ^uHJet  Chapel  a\n4  'Junetal  Ucme 

3RD  AVENUE  AND  CAMELBACK  - PHONE  277-2603 

n oenix  5 nest 


THE  DIACNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  ; / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I j MARCY  L.  SUSSAAAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  AA.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage,  is  IM  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flav  or  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept  112,  90  Park  Avenue,  New  York,  N.  Y.  10016 
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Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 
Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  HerbeH  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 
Call  Mr.  Thorner  or  Mrs.  Duecy 
947-5441  - 946-9091 

CR  4-1289  or  945-6694 
(After  6 p.m.) 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THEARIZONAMEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

19  North  Tyndall  — MAin  2-1567 
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADE®  Trademark  SPANSULE®  release  capsules 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  SO  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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ON  EXCLUSIONS 


In  1963,  the  connbined  operating 
expenses  of  Arizona  Blue  Cross/ 
Blue  Shield  were  approximately  7 
percent  of  the  income.  Over  90  per- 
cent of  the  income  went  to  provide 
care  for  the  one-fifth  of  a million 
members  in  this  state  who  used  the 
services,  f Benefits  alone  during 
the  year  totaled  $15,057,397.37. 
Since  the  plan  has  been  in  operation, 
$89,681,184.02  has  been  paid  for 
the  hospital  and  medical-surgical 
care  of  the  membership.  ^ 
Exclusions  are  what  we  have  the 
fewest  of  in  Blue  Cross/Blue  Shield. 
Any  exclusions  or  waiting  periods 
that  do  exist  are  set  forth  in  the 
same  size  type  as  the  benefits 
themselves.  You  know  what  you  are 
getting.  There  is  never  any  doubt. 
And  you  know  equally  as  well  any 
of  the  minor  points  that  are 
excluded  or  limited.  ^ Today 
Blue  Cross/Blue  Shield  can  offer 
you  the  widest  range  of  con- 
tracts and  benefits  on  the  market, 
if  you  are  interested  in  forming  a 
group.  You  can  buy  practically  any 
number  of  days  of  care  you  want 
up  to  120,  with  set  allowances  for 
room  and  board,  or  a semi-private 
room  allowance  in  full,  an  80/20 
program  for  the  first  $500  of  so- 
called  extra  services  (operating 
room,  drugs,  x-rays,  laboratory, 
etc.)  to  full  benefits  for  the  number 
of  days  of  the  contract. 


CROSS 

9 blue  Shield 


PHOENIX  TUCSON 


READ  BETWEEN 

WE  CARE 

THESE  LINES 

FOR  PEOPLE 


ON  EXCLUSIONS 


ON  EXCLUSIONS 


ON  EXCLUSIONS 


ON  EXCLUSIONS 
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because  food  is  a factor 

in  oral  penicillin  therapy, , . 


This  Is  the  breakfast  used  m the  Griffith  and  Black  study  reported  here. 


consider  V-CILLIN  r 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 


Acid-stable  V-Cillin  K is  much  less  affected  by  gastric  acids  than  is  oral  penicillin  G. 
In  fact,  comparative  data  show  that  V-Cillin  K given  with  meals  produces  blood 
levels  twice  as  high  with  just  half  the  dose.  Such  pharmacologic  characteristics 
provide  your  patients  consistently  dependable  therapy.  In  addition,  significant  econ- 
omy is  achieved,  since  three  to  four  times  as  much  oral  penicillin  G is  required  to 
assure  equivalent  antibacterial  activity.^ 

I.  Griffith,  R.  S.,  and  Black,  H,  R.:  Current  Ther.  Res.,  d;253,  1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci. 

Precautions:  Although  sensitivity  reactions  are 
much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  admin- 
istered to  patients  with  a history  of  allergy  to 


penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during 
treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  tea- 
spoonful, in  40,  80,  and  i5o-cc.-size  packages. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

500118 
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Hemorrhagic  Pulmonary  Renal  Syndrome 


By  Howell  Randolph,  M.D.,  Robert  Hanan,  M.D.,  F.  W.  Coleman,  M.D. 


Hemorrhagic  Pulmonary  Renal  Syndrome  (Goodpasture  Syndrome)  is  a relatively  rare  condition.  This 
case  report  emphasizes  how  the  pulmonary  manifestations  may  predominate,  making  diagnosis  more 
difficult.  This  case  report  is  more  complete  than  usual  since  thoracotomy  was  performed  during  the 
course  of  the  illness. 


A disease  state  is  presented  in  which  pulmonary 
manifestations  predominated  over  renal  dis- 
ease in  the  early  stages,  and  in  which  persistent 
hemoptysis  was  present  from  onset  to  death. 

Case  H.  S.:  A fifty  - one  - year  - old  Chinese- 
American  male  was  admitted  to  St.  Luke’s  Hos- 
pital because  of  hemoptysis.  Three  weeks  before 
the  patient  had  consulted  a physician  because 
of  symptoms  of  cough  and  expectoration,  hemop- 
tysis, mild  fever  and  soreness  in  the  chest.  He 
was  treated  with  Ilotycin  for  four  days,  Tetracin 
for  three  days  and  Triple  Sulfa,  4 grams  daily 
for  four  days  without  improvement.  During  the 
week  preceding  admission  the  sputum  was 
mixed  with  blood  on  every  cough.  He  was  rais- 
ing about  an  ounce  a day  and  the  sputum  was 
thick  mucoid  of  a maroon  color. 

Family  History:  The  mother  and  father  died 
in  Phoenix,  cause  unknown.  One  sister  was  liv- 
ing and  well.  No  history  of  tuberculosis,  diabetes 
or  heart  trouble.  Wife  died  of  an  injury  in 
Phoenix.  One  daughter  was  living  and  well. 
Three  years  ago  the  patient  was  treated  for 
a gastric  ulcer.  Six  months  before  he  had  nasal 
polyps  removed.  His  occupation  was  that  of  a 
grocery  clerk.  He  smoked  one  pack  of  cigarettes 
daily.  His  alcohol  intake  was  minimal. 


Presented  at  St.  Luke’s  Hospital  Staff  — September  3,  1964. 


He  was  five  feet  tall  and  weighed  142  pounds. 
Temperature  98.6°.  Blood  pressure  was  104/70. 
Pulse  rate  80.  There  were  numerous  ecchymotic 
areas  over  the  chest  which  appeared  to  have 
been  produced  by  some  blunt  instrument  being 
passed  over  the  chest,  producing  trauma  to  the 
skin  and  subcutaneous  tissues.  Crepitant  rales 
were  heard  over  the  right  lower  chest,  especially 
anteriorly,  and  a few  crepitant  basilar  rales.  The 
heart  sounds  were  normal.  Neither  liver  nor 
spleen  was  felt  at  this  time.  Fluoroscopic  exam- 
ination revealed  increased  density  in  a fairly 
well  circumscribed  area  in  the  right  mid-lung 
field  about  1 x IV2”  in  diameter.  The  blood  had 
a 35%  hematocrit,  hemoglobin  10.6,  white  cell 
count  15,850.  (bands  3,  segs.  75,  lymphocytes  19, 
monocytes  1,  basophiles  2.)  The  urine;  specific 
gravity  was  1.017;  pH  6;  a trace  of  albumin; 
negative  sugar.  The  microscopic  showed  18-20 
white  blood  cells  and  numerous  RBCs.  The  ser- 
ology was  negative.  Cultures  of  sputum  for 
acid-fast  were  negative.  Tracheal  washings  for 
acid  fast  facilli  were  negative  on  culture.  Smears 
and  culture  for  cocci  were  negative.  Aspirated 
material  from  the  middle  lobe  orifice  and  from 
the  right  bronchus  was  dark  and  bloody;  nega- 
tive Papanicolaou  study  and  negative  cultures 
for  T.B.  and  cocci.  Biopsy  at  right  middle  lobe 
orifice  was  reported  as  inflammatory. 
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Second  admission;  After  discharge  hemoptysis 
continued  daily.  The  shadow  in  the  right  mid- 
lung field  persisted  in  X-ray  and  the  patient  was 
readmitted  three  weeks  later.  Three  examina- 
tions of  sputum  for  cancer  cells  during  this 
period  were  negative.  At  thoracotomy  no  dis- 
crete tumor  was  found  and  only  a small  nodular 
area  from  the  peripheral  portion  of  the  right 
upper  lobe  was  removed  by  wedge  resection 
and  reported  as  inflammatory,  non-specific. 


The  hemoglobin  was  8.1  increasing  to  10.3 
with  transfusions.  The  differential  was  12,  250 
total,  neutrophiles  70,  lymphocytes  28;  the  plate- 
let count  506,000.  The  urine  showed  a 1.017 
specific  gravity,  protein  4-f-,  loaded  with  white 
blood  cells  and  with  red  blood  cells.  Albumin- 
uria and  blood  cells  were  found  in  many  sub- 
sequent urinalyses.  Blood  Urea  Nitrogen  was  11. 
2000  cc.  of  citrated  blood  was  given  on  the  day 
of  surgery  and  500  cc.  on  the  following  day 
with  no  reaction  and  with  apparent  improve- 
ment. 


Third  admission:  Four  weeks  later  extreme 
prostration,  weakness  and  numerous  cutaneous 
hemorrhagic  areas  over  the  lower  extremeties 
had  developed  about  three  or  four  days  prior 
to  this  admission.  He  was  in  a markedly  weak- 
ened condition,  very  pale  and  had  a staggering 
gait.  Hemorrhagic  conjunctivitis  was  present 
and  there  were  hemorrhagic  areas  and  petechiae 
over  both  legs,  thighs  and  trunk.  The  blood 
pressure  was  130/80.  Apical  gallop  rhythm  and 
a mid-systolic  murmur  were  present.  Liver  en- 
largement was  marked  and  the  spleen  was 
palpable.  Hemoglobin  was  9.2,  white  count 
15,400  (79  segs,  16  lymphs,  4 monos.);  platelets 
586,000.  Urine  protein  was  4-\-,  and  was  loaded 
with  white  and  red  blood  cells.  LE  cell  prepara- 
tion was  negative.  Prothrombin  time  was  11 
second  control,  patient’s  time  was  17.  The  clot- 
ting time  was  11  minutes  37  seconds.  The 
bleeding  time  was  one  minute,  25  seconds;  total 
protein  7.5;  total  globulin  5;  albumin  2.5;  acid 
phosphatase  3.4;  alkalihe  phosphatase  2;  the 
blood  urea  nitrogen  was  59;  the  next  day  it  was 
55  mg%.  The  bone  marrow  revealed  hyperplasia 
only.  The  patient  expired  four  days  later  after 
two  days  in  comatose  condition. 


NECROPSY  REPORT: 

“Lung:  There  is  extensive  alveolar  hemorrhage 
in  some  areas  associated  with  breakdown  of  the 
alveolar  walls  and  formation  of  large  pools  of 
blood.  In  other  areas  there  are  many  alveoli 
which  contain  a fibrinous  exudate,  sometimes  in 
large  clumps,  sometimes  in  shreds  or  as  a mem- 
brane lining  the  alveolar  walls.  Many  alveoli 
not  affected  by  these  processes  contain  large 
numbers  of  pulmonary  macrophages  with  abun- 
dance of  hemosiderin  pigment. 


Figure  1 


Figure  2 
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Figure  3 


Kidneys:  The  most  significant  findings  of  the 
autopsy  were  those  in  the  kidneys.  There  is  very 
wide-spread  and  severe  renal  pathology.  The 
glomeruli  show  varying  combinations  or  all  of 
the  following  features:  focal  areas  of  fibrinoid 
necrosis;  greatly  increased  cellularity;  hyper- 
plasia and  marked  prominence  of  the  eells  lining 
Bowman’s  capsule  with  progression  to  formation 
of  crescents  in  many  alveoli;  enlargement  of 
the  glomeruli;  thickening  and  hyalinization  of 
Bowman’s  eapsule  and,  finally  adherence  of  the 
glomerular  tuft  to  the  capsule.  The  tubules  are 
dilated,  many  eontain  waxy  or  colloid  casts. 
Some  had  been  transformed  into  small  cysts  with 
degeneration  of  their  epithelial  linings. 

In  the  sub-capsular  region  there  are  numerous 
small  foci  of  interstitial  inflammation,  fibrosis, 
and  scarring.  In  the  medullary  pyramids  there 
is  a marked  reduction  in  the  number  of  tubules 
and  increase  in  interstitial  tissue.  The  tubules 
remaining  are  dilated  and  are  filled  with  eellular 
or  waxy  or  hyalin  casts.  At  the  tips  of  the  medul- 
lary pyramids  there  is  extensive  necrosis  involv- 
ing both  the  interstitial  and  tubular  elements. 
In  the  calyceal  and  pelvie  soft  tissues  there  are 
numerous  foci  of  inflammatory  cells,  mostly 
plasma  cells,  lymphocytes  and  histiocytes.  Larg- 
er renal  blood  vessels  appeared  essentially  nor- 
mal. The  smaller  branehes  of  the  interlobular 
arteries  and  the  afferent  arterioles  of  some  of  the 
glomeruli  showed  fibrinoid  neerosis  of  their 


walls.  Scattered  through  the  cortex  are  fairly 
numerous  small  foci  of  acute  and  chronic  inflam- 
matory cells  which  may  be  associated  with 
vascular  structures,  although  these  are  not  now 
\isible,  or  recognizable.  A sensitivity  to  anti- 
biotics or  sulfa  nephritis  or  an  inflammatory 
involvement  of  the  kidneys  could  have  been 
the  etiologic  factor.” 

Discussion:  The  case  presented  is  a relatively 
rare  condition  which  has  received  increased 
attention  in  literature  in  recent  years.  The  essen- 
tial features  bring  together  (1,  2,  6,  7,)  those 
cases  hax’ing  simultaneous  or  sequential  ehanges 
in  lung  and  kidney,  with  involvement  of  capil- 
laries and/or  epithelium  and  loss  of  blood  from 
alevolar  and  glomendar  surfaces.  Etiologically, 
the  usual  variety  of  factors  has  been  proposed, 
including  virus  infection  (Goodpasture’s  original 
concept)  and  autoimmune  or  hypersensitivity 
states. 


Gross  photographs  of  kidney,  showing  pallor,  swelling,  petechial 
hemorrhage  and  calyceal  necrosis. 
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The  diseases  which  may  be  encompassed  in 
this  group  are  brown  induration  of  the  lung; 
idiopathic  pulmonary  hemosiderosis;  acute  or 
chronic  hemorrhagic  nephritis;  Wegener’s  gran- 
ulomatosis; Henoch  Schonlein  purpura,  periar- 
teritis nodosa.  Pulmonary  hemosiderosis,  in  more 
chronic  forms  of  the  disease,  is  the  result  of 
capillary  hemorrhages  into  alevolar  spaces  and 
deposition  of  hemosiderin  in  patchy  areas  of  the 
lung.  It  produces  X-ray  changes  of  granular 
appearance  irregularly  distributed  through  lob- 
ules of  the  lung.  The  syndrome  may  be  more 
frequently  seen  in  children  and  young  adults 
and  is  now  usually  diagnosed  during  life  (16-25 
years).  It  is  not  invariably  fatal,  though  the 
average  length  of  life  is  two  or  three  years. 
There  is  usually  rapid  deterioration  with  death 
in  uremia.  The  diagnosis  may  be  confirmed  by 
aspiration  needle  biopsy,  or  possibly  may  be 
suggested  by  finding  many  siderophages  in 
sputum  or  gastric  washings.  Thoracotomy  and 
lung  biopsy  is  usually  a more  definitive  pro- 
cedure. 


The  term  hemorrhagic  pulmonary  renal  syn- 
drome as  used  by  E.  A.  Theis  et  A1  (4)  and  by 
C.  J.  Canfield  et  A1  (5),  describes  the  condition 
where  a severe  degree  of  hemorrhagic  inflam- 
matory disease  is  present  in  the  kidneys  with 
a severe  capillary  hemorrhagic  inflammatory 
change  through  the  lungs,  usually  leading  to  a 
fatal  termination  with  pulmonary  hemorrhages 
and  uremia.  This  syndrome  probably  is  more 
common  than  presently  suspected. 
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CARDIAC  RESUSCITATION  IN  VENTRICULAR 
FIBRILLATION  AFTER  MYOCARDIAL  INFARCTION 


Increasing  numbers  of  patients  with  ventricular  fibrillation  associated  with  myocardial  infarction  are  being  successfully  treated 
with  electrical  defibrillation.  Reported  here  is  a case  of  ventricular  fibrillation  complicating  myocardial  infarction,  resuscitated 
using  internal  and  external  cardiac  massage  and  defibrillation. 


IT  IS  possible  that  two-thirds  of  the  sudden 
deaths  due  to  coronary  disease  could  he 
reversed'.  These  deaths  are  probably  due  to  ven- 
tricular fibrillation  secondary  to  “electrical  in- 
stability” as  postulated  by  Beck  et  al.^ 

The  first  successful  resuscitation  by  open 
chest  massage  was  in  a case  of  ventricular  fibril- 
lation, reported  in  1947,  by  Beck  et  aP.  Since 
then,  cardiac  resuscitation  has  advanced  con- 
siderably, although  survival  rates  have  been 
quite  low.  The  survival  rate  of  cardiac  arrest  is 
approximately  30%  or  lower  in  the  operating 
room^,  and  much  lower  in  patients  outside  of  the 
operating  room®.  This  is  particularly  true  in  cases 
of  coronary  artery  disease.  As  of  1962,  there 
were  only  ten  cases  reported  of  successful  car- 
diac resuscitation  with  myocardial  infarction 
using  internal  massage  and  defibrillation’^.  With 
the  development  and  advocation  of  external  car- 
diac massage  and  defibrillation®,  greater  success 
has  been  achieved  with  coronary  artery  disease. 
In  the  period  from  1960  to  1962,  nine  successful 
cases  were  reported®’®. 

The  following  is  a report  of  successful  cardiac 
resuscitation  using  external  and  internal  massage 
plus  defibrillation. 


CASE  REPORT 

SFC  W.  F.:  This  56  year  old  white  male  re- 
ported to  sick  call  on  January  15,  1964,  with  a 
2-day  history  of  substernal  chest  pain.  The  pa- 
tient had  l)een  well  all  of  his  life  until  2 years 
before  this  incident  when  he  noted  intermittent, 
sharp,  substernal  chest  pain,  that  appeared  after 
exertion  and  was  relieved  with  rest.  He  did  not 
seek  medical  help.  An  electrocardiogram  for  rou- 
tine physical  examination  in  April  of  1963  was 
normal  (Fig.  1).  Two  days  prior  to  admission, 
he  noted  the  onset  of  moderately  severe  sub- 
sternal chest  pain.  That  evening  the  pain  became 
severe,  sharp,  and  radiated  down  both  arms. 
When  seen  on  sick  call  the  following  morning 
the  electrocardiogram  showed  evidence  of  a re- 
cent diaphragmatic  wall  myocardial  infarction 
(Fig.  2).  The  physical  examination  was  within 
normal  limits  except  for  mild  pulmonary  emphy- 
sema. 

The  hospital  course  was  as  follows:  Upon  ad- 
mission to  the  hospital  the  patient’s  tempera- 
ture was  99  degrees  Fahrenheit.  He  had  an 
hematocrit  of  51%,  white  blood  count  of  13,100 
with  a normal  differential.  His  SCOT  was  136 
units.  The  patient  received  the  routine  care  for 
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Figure  1 


a recent  myocardial  infarction,  was  placed  at 
rest  and  started  on  Coumadin.  His  temperature 
spiked  to  100.4  degrees  Fahrenheit  on  the  first 
hospital  day,  and  returned  to  normal  by  the 
third  hospital  day.  On  the  eighth  hospital  day, 
January  23,  1964,  the  patient  suddenly  became 
unresf)onsive,  cyanotic,  incontinent  of  urine  and 
had  agonal  respirations.  There  was  no  audible 
heart  beat  and  external  cardiac  massage  and 
mouth-to-mouth  respiration  were  instituted 
within  3 minutes.  Approximately  ten  minutes 
later,  an  electrocardiogram  was  obtained  and 
revealed  ventricular  fibrillation  (Fig.  3).  The 
patient  began  to  vomit  and  an  endotracheal  tube 
was  inserted.  Positive  pressure  oxygen  was  then 


administered.  A cut  - down  was  performed 
through  which  1000  cc  of  5%  D/W  with  100  mgm 
Aramine  and  8 cc  Levophed  was  infused.  Ex- 
ternal defibrillation  was  attempted  with  the 
Corbin-Farns worth  AC  Defibrallator  with  output 
of  440  volts  (the  maximum  720  volts  was  not  in 
use  at  this  time).  In  an  attempt  to  restore  car- 
diac output,  1 cc  of  Epinephrine  1:1000  was  in- 
jected intracardiac  through  the  chest  wall,  and 
calcium  gluconate  10  cc  of  10%  solution  was  given 
intravenously.  50  cc’s  of  sodium  bicarbonate  solu- 
tion (75  mgm/cc)  was  given  intravenously  to 
overcome  acidosis.  After  approximately  45  min- 
utes and  15  countershocks,  fibrillation  continued, 
but  pupils  were  constricted,  femoral  pulses  were 
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Figure  3 

palpable  with  external  massage  and  a blood 
pressure  deflection  occurred  at  about  140  mm 
Hg  with  massage.  A thoracotomy  was  then  per- 
formed, and  the  heart  was  noted  to  be  fibrillat- 
ing.  Internal  massage  and  defibrillation  were 
begun.  1 cc  of  Epinephrine  1:1000  was  inject- 
ed into  the  left  ventricle.  Another  50  cc  of 
sodium  bicarbonate  solution  was  injected  IV 
to  overcome  acidosis.  The  heart  would  frequently 
begin  effective  contractions  after  conntershock 
but  shortly  thereafter  return  to  fibrillation.  Only 
after  the  intracardiac  injection  of  procaine  hydro- 
chloride, 1 cc  of  1%  solution,  did  sinus  rhythm 
persist.  While  closing  the  chest  the  patient  be- 
came responsive  and  moved  about,  and  a total 
of  7 cc  ( 175  mgm ) of  Sodium  Pentothal  had 
to  be  given  to  quiet  him.  He  again  developed 
ventricular  fibrillation  and  had  to  be  reopened. 
He  was  again  successfully  defibrillated  and  the 
chest  was  closed  approximately  one  and  one- 
half  hours  after  initial  incision  and  over  two 
hours  from  arrest.  He  was  then  started  on  ac- 
queous  Penicillin  20  million  units  per  day  and 
Chloromycetin  2 grams  per  day  because  of  con- 
tamination during  thoracotomy.  A 1000  cc  of 


Sanborn  Viso  Cardie.tte 


Figure  4A 


Sanborn  Viso  Caroiette  PeA^>viapapcA 


Figure  4B 


10%  solution  of  Mannitol  was  infused  in  hopes  of 
preventing  lower  nephron  nephrosis  and  cere- 
bral edema.  On  the  day  of  cardiac  arrest  the 
patient’s  Prothrombin  Time  was  28%  of  control 
and  25  mgm  of  Mephyton  was  given  intraven- 
ously to  prevent  post-thoracotomy  bleeding. 

A frail  chest  was  noted  post-thoracotomy. 
This  was  a result  of  the  fracture  of  five  ribs 
during  closed  chest  massage  and  the  tearing  of 
the  costochondral  cartilages  of  the  4th  and  5th 
ribs  during  thoracotomy.  This  was  effectively 
treated  with  splinting  and  analgesics. 

Approximately  2 hours  post-operatively,  the 
patient  developed  an  arrhythmia  (Fig.  4)  with 
hypotension  in  spite  of  Aramine  and  Levophed. 
The  arrhythmia  was  felt  to  be  caused  by  an 
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irritable  myocardiaum  with  multiple  ectopic 
beats.  This  was  successfully  treated  with  high 
doses  of  Pronestyl,  up  to  5 grams  a day  with 
return  of  the  blood  pressure.  Vasocontrictors 
were  gradually  reduced  and  discontinued  after 
six  days. 

Twenty-four  hours  post-operatively,  the  pa- 
tient developed  a left  hemiparesis  and  slurred 
speech.  This  was  felt  to  be  secondary  to  an 
embolus  during  the  arrhythmia  or  rebound  from 
rapid  reversal  of  anticoagulation.  Coumadin  was 
restarted. 

Forty-eight  hours  post-operatively,  the  patient 
developed  temperatures  to  105.4  degrees  Fahren- 
heit rectally  which  was  poorly  controlled  with 
aspirin.  The  temperature  was  felt  to  be  on  a 
CNS  basis  as  well  as  pneumonia,  and  returned 
to  normal  within  four  days. 

His  cutdown  through  which  he  was  obtaining 
Levophed  and  Aramine  infiltrated  and  a large 
slough  developed  several  days  later. 

At  present,  three  months  after  cardiac  arrest, 
the  patient  exhibits  only  minimal  left  hemipare- 
sis and  slight  memory  impairment,  especially 
of  recent  events.  He  is  fully  ambulatory  and  the 
first  stage  of  his  skin  grafting  for  Levophed 
slough  has  been  completed.  He  did  not  develop 
any  post-operative  wound  infection  and  anti- 
biotics were  discontinued  after  ten  days. 

He  continues  to  show  resolution  of  myocar- 
dial infarction  (Fig.  5)  and  PVC’s  are  controlled 
on  1 gram  of  Pronestyl  a day. 

COMMENT 

External  cardiac  massage  is  an  effective  means 
of  obtaining  circulation,  as  evidenced  by  no  seri- 
ous permanent  brain  damage  in  our  patient. 
Good  femoral  pulses  were  palpated  as  well  as 
the  blood  pressure  deflection  of  more  than  140 
mm  Hg  during  external  massage.  On  occasion 
external  defibrillation  will  not  work  and  when 
this  happens  internal  defibrillation  should  be  at- 
temped'^.  In  our  case,  for  technical  reasons,  thor- 
acotomy had  to  be  performed  in  the  ward. 

No  post-operative  wound  infection  developed, 
and  surprisingly,  there  seems  to  be  a low  inci- 
dence of  infection  with  emergency  thoracotomy. 
Altemeier  and  Todd  report  a 4.65%  occurence 
in'  43  patients'® 

Fractured  ribs  are  common  during  closed  chest 
massage  due  to  adverse  conditions  under  which 


it  is  performed.  In  this  case  an  ordinary  hospital 
dinner  tray  was  placed  between  the  patient  and 
the  bed  and  proved  to  be  effective. 

Procaine  hydrochloride  has  been  used  success- 
fully in  helping  to  abolish  ventricular  fibrillation, 
and  was  used  in  the  first  successful  case  in 
1947®  It  seemed  to  contribute  greatly  to  our  suc- 
cess. Pronestyl  was  effective  in  large  doses  in 
abolishing  the  patient’s  ventricular  extrasystoles. 

We  feel  the  presence  of  effective  pulses  and 
pupillary  constriction  warrant  continuation  of 
the  efforts  to  revive  the  patient  regardless  of 
the  time  elapsed.  The  important  thing  seems 
to  be  to  start  the  massage  within  four  minutes 
of  the  arrest  or  fibrillation  period.  In  this  pa- 
tient there  was  no  evidence  of  brain  damage 
after  140  minutes  of  combined  external  and  in- 
ternal cardiac  massage.  In  fact.  Sodium  Pen- 
tothal  had  to  be  given  to  quiet  the  patient  dur- 
ing the  closure  of  the  chest. 

SUMMARY 

A case  of  successful  resuscitation  in  ventri- 
cular fibrillation  after  myocardial  infarction  is 
presented.  Resuscitation  was  accomplished  by 
external  cardiac  massage  followed  by  internal 
cardiac  massage  and  defibrillation. 

Generic  and  Trade  Names  of  Drugs. 

Warfarin  sodium-Coumadin  sodium 
Metaraminal-Aramine 

Levarterenol  bitartrate-Levophed  bitartrarte 
Vitamin  Ki-Mephyton 
Chloramphenicol-Chloromycetin 
Procainamide  hydrochloride-Pronestyl 

Hydrochloride 

Thiopental-Pentothal 
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The  difficult  problem  of  the  falsely  positive  blood  test  for  syphilis  is  discussed.  The  value  of  the 
Treponema  Pallidum  Immobilization  (TPI),  the  Reiter  Protein  Complement  Fixation  (RPCF),  and  the 
Fluorescent  Treponemal  Antibody  (FTA)  tests  in  distinguishing  true  from  false  positives  is  emphasized. 


IN  1906  Wasserman,  Neisser  and  Bruck  intro- 
duced the  complement  fixation  test  of  Bordet- 
Gengou  to  the  blood  in  patients  with  treponemal 
diseases,  including  syphilis,  yaws,  pinta  and 
bejel.  Other  venereal  diseases  have  been  sim- 
ilarly diagnosed  by  various  tests  of  sera  or  skin. 
One  current  complement  fixation  test,  the  Beiter- 
protein-complement-fixation  (RPCF)  is  helpful 
particularly  after  the  flocculation  or  screening 
test  for  syphilis  has  been  done  and  is  equivocal 
or  negative  in  eases  with  probable  syphilis  by 
history  and  physical  examination,  and  some  time 
has  elapsed  since  the  contact  or  lesion  was 
present. 

Since  1906  modifications  of  the  original  sero- 
logie  test  with  flocculation  testing  have  been 
introduced.  The  current  flocculation  tests  most 
eommonly  used  and  represent  the  usual  screen- 
ing tests  for  syphilis  are  the  Kline,  Kahn,  Priee, 
Eagle,  Hinton,  WPI,  and  VDRL. 

801  North  Second  Avenue,  Phoenix,  Arizona. 


In  some  conditions  other  than  syphilis,  how- 
ever, both  flocculation  and  complement  fixation 
tests  have  been  found  to  be  positive.  It  is  to 
draw  attention  to  this  ineidenee,  to  present  case 
histories  in  whieh  biologically  false  seropsoitiv- 
ity  was  determined,  and  to  make  general  eom- 
ments  on  such  cases  that  this  paper  is  written. 

The  problem  of  the  diagnosis  of  the  biologie 
false  positive  test  for  syphilis  has  been  simplified 
since  1939  when  Turner  began  his  vital  demon- 
stration of  the  treponema-pallidum-immobiliza- 
tion (TPI)  test  whieh  was  found  to  be  present 
only  in  treponemal  disease  (this  includes  syph- 
ilis, yaws,  pinta  and  bejel,  the  last  three  condi- 
tions found  mainly  in  the  tropics  and  of  little 
consideration  in  the  United  States).  Since  then 
and  available  to  physicians  is  the  most  sensitive 
and  speeific  treponemal  test  — the  fluoreseent- 
tagged-antibody  (FTA)  test. 
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CASE  HISTORIES: 

CASE  #1: 

A 58-year-old  male  service  foreman  with  acute 
respiratory  symptoms  including  cough  produc- 
tive of  purulent  sputum  was  admitted  to  the 
hospital.  A chest  X-ray  demonstrated  acute 
bronchitis  and  peribronchitis.  Sputum  culture 
demonstrated  the  presence  of  alpha  strepto- 
cocci, non-hemolytic,  sensitive  to  erythromycin, 
penicillin,  Chloromycetin,  streptomycin,  kantrex 
and  tetracycline.  No  fungi  or  acid-fast  bacilli 
were  demonstrated  in  the  sputum.  White  blood 
cells  in  the  peripheral  blood  numbered  21,200, 
71%  segmented,  7%  bands.  A broad-spectrum 
antibiotic  was  given  and  the  patient  improved 
to  return  to  work  within  2 weeks.  During  his 
illness  a routine  VDRL  was  found  to  be  positive 
in  a titer  less  than  1.  There  was  no  history  of 
sexual  e.xposure  other  than  with  his  wife,  who 
also  denied  extramarital  intercourse.  A VDRL 
repeated  30  months  later  was  negative  as  was 
RPCF. 

CASE  #2: 

A 59-year-old  housewife  gave  a history  of 
bursitis  of  the  right  elbow,  the  right  shoulder, 
then  of  the  right  hip  in  the  area  of  the  greater 
trochanter  during  a period  of  one  year,  and  for 
the  last  condition  was  hospitalized.  Admission 
VDRL  was  strongly  positive.  Reiter-protein- 
complement-fixation  (RPCF)  was  strongly  posi- 
tive. Fluorescent-tagged-antibody  (FTA)  testing 
was  negative. 

CASE  #3: 

An  80-year-old  widow  requiring  skin-grafting 
for  an  ulcerated  scar  had  been  told  40  years 
previously  that  her  serology  was  positive.  No 
lesions  of  the  genitals  had  been  present.  She 
stated  she  felt  her  husband  had  been  promiscu- 
ous sexually.  The  patient  received  arsenical 
treatments  for  1 year.  She  remained  asympto- 
matic subsequently.  When  hospitalized  for  the 
plastic  procedure,  admission  VDRL  was  found 
to  be  positive.  No  symptoms  referrable  to  the 
central  nervous  system  were  elicited.  Reflexes 
were  intact.  Spinal  tap  was  deferred.  She  was 
given  daily  penicillin  injections  (aqueous  pro- 
caine penicillin  G,  600,000  units)  for  8 days. 
Several  months  later  she  developed  fibrositic 
symptoms.  RPCF  and  FTA  were  tested  and 
were  both  non-reactive. 

CASE  #4: 

A 58-year-old  office  worker  was  told  by  her 
company  doctor  on  routine  examination  that  she 


had  a faintly  positive  serology.  She  had  been 
hospitalized  within  the  preceding  year  and  ad- 
mission serology  at  the  hospital  at  that  time  was 
negative.  She  denied  any  sexual  exposure.  She 
had  been  twice  divorced.  RPCF  was  negative. 
She  had  a recurrent  intermittent  history  of 
bursitis  of  the  right  shoulder  for  which  she  was 
hospitalized  on  one  occasion.  Sedimentation  rate, 
Westergren  method,  corrected,  was  30  mm/hr. 
An  L.E.  Clot  test  was  negative.  She  was  hos- 
pitalized on  another  occasion  because  of  a 
fracture  of  the  5th  toe  of  her  left  foot  with 
subsequent  swelling  of  the  left  ankle  with  in- 
creased heat  present  around  that  ankle  joint. 
Sedimentation  rate,  Westergren  method,  correct- 
ed, was  21  mm/hr.  Rheumatoid  factor  was 
present  in  the  blood  on  latex-fixation  testing. 
She  continued  having  fibrositic  and  bursitic 
symptoms  of  the  right  shoulder  and  had  lost 
the  use  partially  of  the  right  upper  extremity. 
VDRL  and  RPCF  were  negative. 

CASE  #5: 

A 53-year-old  female  supermarket  manager 
with  known  rheumatic  heart  disease  manifested 
by  findings  suggestive  of  mitral  stenosis  with 
some  displacement  of  the  esophagus  by  an  en- 
larged left  atrium  was  seen  in  my  office  for 
cardiac  evaluation.  Auricular  fibrillation  begin- 
ning 6 months  previously  had  been  difficult  to 
convert  and  she  was  placed  on  maintenance 
digitalis,  and  had  maintained  cardiac  compen- 
sation with  an  apical  rate  between  70  to  80, 
she  said.  She  gave  a history  of  chorea  at  age 
5,  “growing  pains”  at  age  10  for  which  she  was 
in  bed  for  several  weeks,  and  in  1951  was  told 
she  had  a heart  murmur.  About  1944  while 
hospitalized  for  pneumonia  she  was  told  she 
had  a positive  serology.  Penicillin  was  given  by 
injection  daily  for  10  days.  She  was  divorced 
from  her  husband  at  the  time  and  denied  other 
sexual  exposure.  Hospital  admission  VDRL 
earlier  this  year  was  positive;  RPCF  now  is 
negative.  F.T.A.  is  non-reactive. 

CASE  #6: 

A 25-year-old  female  punch-type  operator  was 
seen  in  the  office  on  arrival  from  Canada  where 
she  had  been  bothered  with  severe  Raynaud’s 
Syndrome  particularly  involving  the  right  upper 
extremity.  Sympathectomy  had  been  considered 
but  deferred  pending  results  of  her  relocating 
in  Arizona.  She  was  hospitalized  on  one  occa- 
sion for  a warm,  red  swollen  right  knee  with  a 
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negati\e  history  of  antecedent  trauma.  Admis- 
sion \’DRL  was  negati\e.  RA  floccnlation  was 
positi\e.  She  improved  on  steroids.  Salicylate 
therap)’  was  used  later  to  control  symptoms.  The 
“flare”  was  of  short  duration  (2-3  weeks).  The 
patient  was  seen  subsequently  for  premarital 
e.xamination.  VDRL  was  strong  positive.  No 
lesions  of  the  genital  were  present.  Serology  of 
her  fiance  was  negative.  RPCF  testing  was 
ordered  and  found  to  be  negative. 

DISCUSSION; 

Case  #1; 

Seems  to  present  a biologic  false  positive  test 
for  syphilis  associated  with  an  acute  infection, 
in  this  instance,  acute  purulent  bronchitis  and 
peribronchitis.  A T.P.I.  or  F.T.A.  would  verify 
this  definitely  and  specifically.  The  biologic  false 
positive  is  at  present  presumptive. 

Case  #2: 

Represents  a biologic  false  positive  test  for 
syphilis  associated  with  possible  early  collagen 
disease.  RA  flocculation  and  LE  clot  should  be 
done  in  this  patient.  She  was  seen  for  the  prob- 
lem of  whether  syphilis  was  or  was  not  present. 

Case  #3; 

Represents  a chronic  false  positive  test  for 
syphilis  associated  with  fibrositic  symptoms.  RA 
flocculatio  nhas  been  negative.  No  LE  clot  was 
performed  in  this  patient. 

Case  #4: 

Seems  to  represent  a biologic  false  positive 
test  for  syphilis  associated  with  possible  early 
collagen  disease.  RA  flocculation  was  present  on 
only  one  occasion  but  was  not  present  3 weeks 
later.  Clinically  she  had  rheumatoid  arthritis  of 
her  left  ankle.  RA  flocculation  was  negative 
when  she  was  subsequently  hospitalized  with 
bursitis  of  the  shoulder.  T.P.I.  or  F.T.A.  testing 
should  be  done  on  this  patient. 

Case 

Represents  a biologic  false  positive  test  for 
syphilis  associated  with  chronic  residuals  of  rheu- 
matic heart  disease.  No  other  joint  symptoms  or 
findings  have  been  present  to  suggest  that  her 
rheumatic  heart  disease  is  in  fact  rheumatoid 
arthritis  with  carditis  preceding  joint  disease 
with  absent  rheumatoid  factor. 

Case  ^6; 

Represents  a presumptively  (strongly)  bio- 
logic false  positive  test  for  syphilis  associated 
with  a collagen  disease  with  prior  history  of 
severe  Raynaud’s  Syndrome  and  an  acute  syno- 
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vitis  of  the  right  knee  with  positive  RA  floccu- 
lation. She  was  rechecked  for  rheumatoid  fac- 
tor and  this  was  absent  3 weeks  after  hospitali- 
zation. 

Moore  and  Mohr  have  established  the  concept 
of  two  types  of  reactions  of  biologic  false  positive 
tests  for  syphilis:  acute  and  chronic. 

The  acute  biologic  false  positive  test  for 
syphilis  may  be  associated  with  almost  any 
immunization,  vaccination  or  febrile  illness  and 
is  characterized  by  seronegativity  usually  within 
three  or  at  the  most  six  months  after  the  sub- 
sidence of  the  etiologic  acute  process.  Leprosy 
is  the  one  major  exception  to  this.  Seropositivity 
may  continue  indefinitely  in  this  condition. 

The  chronic  biologic  false  positive  test  for 
syphilis  is  characterized  by  seroreactivity  for 
longer  than  six  months  — often  for  life.  The 
chronic  variety  is  more  frequently  found  than 
the  acute  type  since  the  chance  occurrence  of 
routine  serologic  testing  must  coincide  with  the 
precipitating  infectious  disease  or  immunization. 

Acute  biologic  false  positive  tests  for  syphilis 
have  been  found  associated  with  smallpox  vac- 
cinations, various  immunizations,  acute  viral, 
rickettsial,  spirochetal  (other  than  syphilis  and 
other  treponemal  diseases  cited),  bacterial,  plas- 
modial,  protozoal,  and  collagen  disorders. 

Incidence  as  reported  by  Knox  and  Moore 
has  been  found  to  be  as  follows: 

In  viral  disease:  From  5%  in  chickenpox  and 
measles  to  20%  in  smallpox,  primary  atypical 
pneumonia,  infectious  mononucleosis,  and 
lymphogranuloma  venereum. 

In  rickettsial  disease:  20%  in  typhus. 

In  spirochetal  disease  (non- treponemal);  10%  in 
leptospirosis  to  80%  in  relapsing  fever. 

In  bacterial  disease:  2.5%  in  various  types  of 
bacterial  pneumonia  up  to  60%  in  leprosy. 
In  plasmodial  disease:  10%  in  trypanosomiasis. 
In  protozoal  disease:  100%  in  malaria. 

In  collagen  disease:  5%  in  rheumatoid  arthritis 
to  20%  in  systemic  lupus  erythematosus. 

The  prognosis  of  the  acute  biologic  false 
positive  test  for  syphilis  present  in  a patient  is 
different  from  that  of  the  chronic  as  suggested 
by  types  of  asociated  problems  as  cited  pre- 
viously. Acute  reactors  have  a good  prognosis 
in  general. 

Moore,  Mohr,  et  al  state  that  the  prognosis  of 
the  chronic  biologic  false  positive  reactor  is  more 
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grave  than  that  of  the  patient  who  has  untreated 
syphilis.  Reassurance  that  the  treponema-pal - 
lidnm-immobilization  or  flnoroscein-tagged-anti- 
hody  testing  is  negative  in  fact  must  be  followed 
with  a specific  recommendation  for  periodic 
examination  on  a regular  basis. 

In  nearly  50%  of  148  chronic  biologic  false 
positive  reactors  studied  by  Moore  from  1 to 
20  years,  a collagen  disorder  was  present. 

In  1,000  patients  without  historical,  physical 
or  epidemiologic  evidence  of  syphilis  studied 
by  the  Masachusetts  Department  of  Public 
Health  with  RPCF  and  TPI  from  1954  to  1961, 
800  of  the  1,000  patients  or  80%  were  infected 
with  syphilis;  200  patients  or  20%  had  a biologic 
false-positive  reaction.  A sharp  increase  in  the 
rate  of  biologic  false  positive  tests  in  the  group 
from  15  to  19  years  of  age  was  present  in  the 
group  reported  by  Fiumara  and  of  these  several 
had  systemic  lupus  erythematosus,  rheumatoid 
arthritis  and/or  hemolytic  anemia.  The  highest 
dilution  among  the  200  biologic  false  positive 
reactions  as  tested  by  Hinton  was  1:16.  In  gen- 
eral in  this  study  the  patients  with  biologic  false 
positive  reactions  had  a low  titer  of  serologic 
testing. 

Harvey  has  reported  on  184  patients  with 
chronic  biologic  false  positive  reactions  followed 
from  4 to  25  years  who  were  well  when  the 
reactions  were  first  discovered.  He  has  grouped 
his  cases  as  follows: 

Group  1 : 

52  patients,  males  and  females  equal  in  num- 
ber, with  no  illness  and  protein  abnormalities 
of  the  blood. 

Group  2: 

81  patients,  a ratio  of  5:1  females  to  males, 
quite  health  in  general;  some  protein  abnormali- 
ty present,  usually  elevated  gamma  globulin. 

Group  3: 

38  patients,  a ratio  of  6.5:1  females  to  males, 
with  certain  features  of  connective  tissue  disease, 
particularly  systemic  lupus  erythematosus  and 
sarcoidosis. 

Group  4: 

12  patients,  all  females,  all  with  systemic  lupus 
erythematosus  with  positive  L.E.  clot  testing, 
2 autopsied. 

SUMMARY: 

Syphilis  has  increased  in  frequency  by  reports 
from  the  U.S.  Public  Health  Service.  Collagen 
diseases  have  also  apparently  increased  in 
incidence. 

In  the  bulk  of  cases,  a positive  serology 


(VDRL  or  usual  screening  test)  means  active, 
latent  or  inactive  syphilis.  The  atypical  case 
deserves  further  consideration  and  testing  with 
Reiter-protein-complement-fixation  (RPCF)  or 
more  specif ieally  either  the  treponema-pallid- 
ium-immobilization  (TPI)  or  fluorescein-tagged- 
antibody  (FTA)  testing.  FTA  testing  is  now  more 
generally  available  and  more  commonly  used 
as  the  final  test  in  detecting  the  biologic  false 
positive  test  for  syphilis  because  of  its  specificity 
and  sensitivity.  Cost  prevents  its  use  as  a screen- 
ing test.  Only  when  both  RPCF  and  TPI  or  FTA 
are  negative  is  a biologic  false  positive  reaction 
present.  The  biologic  false  negative  reaction  is 
an  unrelated  and  different  phenomenon  and  a 
topic  in  itself.  Suffice  it  to  say,  collagen  disease 
may  mimic  syphilis  which  formerly  has  been 
accused  of  being  the  “great  imitator.” 

Six  cases  in  which  a biologic  false  positive 
test  for  syphilis  was  present  and  include  typical 
cases  in  which  such  a finding  was  encountered 
in  my  practice  have  been  presented. 

The  most  common  conditions  in  the  overall 
practice  of  medicine  in  which  seropositivity  is 
discovered  and  further  serologic  testing  then 
should  be  considered  include  various  types  of 
bacterial  and  viral  pneumonia,  childhood  (viral) 
diseases,  infectious  hepatitis,  infectious  mono- 
nucleosis, and  collagen  diseases.  A warning  is  in 
order.  A positive  L.E.  clot  and  reactive  serology 
may  mean  concomitant  lupus  erythematosis  and 
syphilis.  In  this  instance,  T.P.I.  or  F.T.A.  test- 
ing can  be  particularly  helpful  in  starting  a 
proper  program  of  treatment. 

*A  warning  is  in  order.  A positive  L.E.  clot  and 
reactive  serology  may  mean  concomitant  lupus 
erythematosis  and  syphilis.  In  this  instance 
T.P.I.  or  E.T.A.  testing  can  be  particularly  help- 
ful in  starting  a proper  program  of  treatment. 
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NONSURGICAL 

TARSORRHAPHY 


Treatment  of  a patient  with  accidental 
instillation  of  any  epoxy  resin  into  an  eye 
provides  these  surgeons  with  a convenient, 
simple,  inexpensive,  although  not  perma- 
nent method  of  doing  a tarsorrhaphy. 


A RECENT  INDUSTRIAL 

accident  case  was  seen  in  our  office  because 
of  having  had  an  epoxy-type  resin  squirted  into 
the  right  eye.  In  his  particular  job,  a type  of 
gun  is  used  to  apply  the  resin  to  the  material 
being  glued.  The  patient  aceidentally  discharged 
this  gun  as  it  was  pointed  toward  his  right  eye. 
He  was  seen  by  us  approximately  twenty  minutes 
following  the  incident  and  complained  of  noth- 
ing in  particular  except  that  he  could  not  open 
his  lids.  There  were  no  complaints  of  pain, 
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tearing,  or  other  symptoms  that  might  be  ex- 
pected either  from  the  resin  in  the  right  eye, 
or  the  force  with  which  it  struck  the  globe.  Dur- 
ing the  examination  it  was  extremely  difficult 
to  separate  the  lids  due  to  the  tenacity  with 
which  the  upper  and  lower  cilia  adhered  to  each 
other.  With  very  firm  but  gentle  pressure  on 
just  a small  portion  of  the  lids,  we  were  finally 
able  to  separate  the  entire  row  of  adherent 
lashes  and  lids.  No  damage  was  noted  to  the 
eye,  although  there  were  small  particles  of  the 
resin  clinging  to  the  cilia.  It  was  felt  that  the 
patient  had  suffered  enough  discomfort  by  this 
time  and  he  was  instructed  to  remove  this 
residue  at  home  by  itself  with  simple  mechan- 
ical washing  using  soap,  water  and  washcloth. 
He  was  seen  subsequently  and  offered  no  symp- 
toms of  discomfort.  Examination  revealed  no 
damage  and  the  visual  acuity  was  normal. 

It  occurred  to  us  that  the  resin  applied  to  the 
upper  and  lower  cilia,  with  allowance  for  the 
proper  time  to  harden,  including  a heat  lamp 
as  necessary,  might  create  an  effective,  tempor- 
ary, nonsurgical  tarsorrhaphy.  Also  as  judged 
by  the  above  case,  the  procedure  should  have 
few  complications.  A much  smaller  amount  of 
resin  would  be  required  and  there  would  be 
no  necessity  for  actual  introduction  of  the  resin 
in  the  eye.  Several  patients  have  recently  pre- 
sented themselves  having  those  conditions  for 
which  a tarsorrhaphy  or  moist  chamber  is  usual- 
ly indicated.  We  have  subsequently  used  this 
new  technique  in  Bell’s  palsy  most  frequently, 
but  other  cases  of  logophthalmos,  fifth  cranial 
nerve  injuries  and  certain  corneal  dystrophies 
associated  with  breakdown  of  the  epithelium 
have  responded  well  also. 

THE  EPOXY  RESIN 

should  be  waterproof  and  can  be  purchased  at 
a drugstore.  It  comes  in  two  tubes,  one  is  the 
resin,  one  the  activator,  and  is  mixed  according 
to  the  directions  on  the  package.  The  combina- 
tion is  applied  to  the  cilia  of  the  upper  and 
lower  lids  and  the  patient  is  instructed  to  shut 
his  eye  firmly  while  waiting  for  the  resin  to 
harden.  The  operator  may  assist  in  this  by  gently 
pressing  the  lashes  together  with  the  applicators 
or  with  his  fingers.  A heat  lamp  may  be  u$ed 
to  speed  up  the  process.  To  be  sure  of  adher- 
ence we  usually  wait  about  twenty  minutes 
before  letting  the  patient  leave  the  office.  The 


patient  is  checked  following  this  procedure  as 
in  any  type  of  tarsorrhaphy.  The  adhesions  are 
released  when  the  proper  time  has  elapsed, 
dependent  on  what  condition  is  being  treated. 
We  have  found  no  solvent  that  we  felt  safe 
enough  to  use  near  the  eye  to  release  the  adhe- 
sion and  have  merely  used  cotton-tipped  appli- 
cators to  apply  gentle  force  to  a small  area, 
usually  starting  at  the  lateral  canthus,  and 
separating  as  small  area  at  a time  until  the 
entire  lid  margin  is  separated. 

All  the  benefits  of  the  usual  surgieal  tar- 
sorrhaphy are  present  in  these  cases  of  non- 
surgical with  none  of  the  disadvantages;  such 
as  surgical  discomfort  before,  during,  or  after 
surgery,  need  for  suture  removal  in  a week 
or  two  weeks  or  cosmetic  blemish  with  this  type 
of  tarsorrhpaphy  than  with  the  surgical  type. 
The  appearance  of  the  patient  is  that  of  a shut 
or  ptotic  lid.  Should  the  eye  open  slightly  any 
time  after  the  procedure  and  should  this  be 
more  than  is  felt  safe,  the  same  above  tech- 
nique can  be  done  easily  in  this  separated  area. 
However,  with  most  tarsorrhaphies  of  either 
tyj)e,  there  is  usually  a slight  space  between  the 
lids  which  affords  the  patient  a little  vision  and 
seems  to  make  no  difference  in  healing  of  the 
cornea  and  comfort  of  the  patient. 

WE  CONSIDER  THIS 

procedure  to  be  of  advantage  in  the  hospitalized 
or  convalescing  patient  who  is  severely  ill  and 
needs  some  type  of  lid  closure  without  resorting 
to  surgery.  The  procedure  can  be  performed 
easily  at  bedside  with  a minimum  of  time,  dis- 
comfort, equipment  and  assistance.  Our  cases, 
thus  far,  have  maintained  their  tarsorrhaphy  for 
at  least  two  weeks  before  separating  spontan- 
eously. With  good  eooperation  of  the  patient 
and  an  assistant  to  hold  the  lid  shut,  plus  the 
use  of  a heat-lamp,  the  tarsorrhaphy  is  semi- 
permanent in  nature. 

SUMMARY 

A method  of  temporary  nonsurgical  tarsorrha- 
phy using  the  lashes  of  the  upper  and  lower 
lids  to  hold  the  lids  shut  by  gluing  them  to- 
gether with  a waterproof  epoxy  resin  has  been 
described.  It  is  useful  and  equally  as  successful 
as  surgical  tarsorrhaphy  and  is  indicated  in  the 
same  conditions  as  surgical  tarsorrhaphy.  In  our 
hands  additionally  it  has  been  quick,  painless, 
nontraumatic,  inexpensive  and  convenient. 
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Practical 


H- 


Practice 


interest  in  hypnotism  waxes  and  wanes  inversely  with  the  strictness 
of  the  term's  definition.  What  can  be  relieved  by  heterosuggestion 
was  likely  caused  by  autosuggestion.  Success  or  failure  with  hypno- 
therapy reflects  the  clinician's  acuity  in  selecting  cases  — and 
determines  his  enthusiasm. 


Yesterday  a thirty-five-year-old  woman  came 
to  my  office  concerning  a problem  with  a severe- 
ly ingrown  toenail.  This  presented  no  earth- 
shattering  problem  in  diagnosis  or  mode  of 
treatment  and  it  presented  one  of  the  everyday 
eommon  problems  in  general  practice.  This 
patient  obviously  needed  a radieal  excision  of 
the  nail.  The  patient  came  in  without  an  appoint- 
ment and  I did  not  have  the  time  to  do  her 
surgery  on  that  office  visit.  Also  the  patient 
had  a most  important  engagement  for  the 
following  day  which  she  eould  not  afford  to  miss 
by  being  off  her  feet.  This  patient  had  severe 
pain.  She  slept  at  night  with  the  foot  outside 
the  covers,  she  wore  open-toed  shoes  and  she 
had  quit  her  job  for  fear  that  someone  would 

4550  North  51st  Avenue,  Phoenix,  Arizona. 


step  on  this  toe.  She  had  procrastinated  in  com- 
ing to  my  office  for  she  feared  having  a needle 
injected  for  the  local  anesthetic.  I spent  five 
minutes  with  this  patient.  During  this  time  we 
diseussed  the  procedure  of  a radical  operation 
for  the  ingrown  nail,  her  fears  about  the  pain 
of  the  injeetion,  and  when  we  might  do  her 
surgery.  During  this  five  minutes  I also  hypno- 
tised the  patient.  When  she  left  the  office  she 
had  no  pain  whatsoever  in  her  toe,  she  was 
perfeetly  comfortable  and  I anticipate  she  will 
remain  this  way  from  now  until  her  surgery.  I 
would  further  anticipate  she  will  be  able  to 
tolerate  the  surgery  without  a local  anesthetic 
and  will  have  no  post-operative  pain  whatsoever. 

As  I said  this  problem  is  not  earth-shattering. 
It’s  a practical  everyday  problem  and  serves  to 
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introduce  hypnosis  in  what  I believe  to  be  a 
sadly  neglected  function  — that  is  its  practical 
application  in  general  practice.  There  are  numer- 
ous excellent  courses  offered  in  the  subject.  The 
courses  I have  attended,  however,  have  often 
failed  to  demonstrate  what  a handy  little  thing 
this  could  be  for  the  busy  practitioner.  This  is 
the  purposes  of  my  paper. 

For  the  general  practitioner,  I believe  that 
hypnosis  is  of  prime  value  in  muscle  relexation 
and  pain  control.  It  might  wisely  be  limited  to 
that,  unless  the  doctor  has  a fairly  extensive 
background  in  psychotherapy.  Its  application  for 
control  of  obesity,  smoking  and  any  type  of 
personality  problem  is  in  my  opinion  dangerous 
without  accompanying  psychotherapy  and  is  also 
seldom  effective.  Under  the  heading  of  muscle 
relaxation  and  pain  control  come  a multitude  of 
practical  applications  in  daily  practice.  I use 
it  for  a variety  of  things  and  I am  sure  that 
there  are  many  more  applications  that  have 
not  occurred  to  me. 

I am  most  enthusiastic  about  the  use  of  hyp- 
nosis in  the  treatment  of  cervical  sprain  or  whip- 
lash injuries.  It  is  of  greatest  value  if  used 
within  the  first  few  days  following  the  injury. 
The  results  of  its  use  are  indeed  amazing  in 
direct  contrast  to  the  average  case  in  which 
there  is  pain,  which  may  be  extreme,  muscle 
spasm  which  may  be  severely  limiting,  and  pro- 
longation of  the  problem  to  weeks  or  months. 
The  patient  with  this  condition,  who  is  also  a 
good  hypnotic  subject,  may  anticipate  no  pain, 
no  muscle  spasm,  and  a duration  of  illness  for 
perhaps  two  weeks.  The  patient  who  does  not 
respond  well  to  hypnotic  suggestions  may  at 
least  anticipate  a moderate  amount  of  muscle 
relaxation  allowing  much  less  dependence  on 
relaxants  and  pain  medication.  I firmly  believe 
hypnosis  is  the  treatment  of  choice  in  cervical 
whiplash  injuries.  The  following  are  prime 
examples: 

R.  J.  was  a 30-year-old  white  male  who 
sustained  a severe  cervical  whiplash 
injury  in  a fall.  He  had  been  treated 
with  pain  medication,  muscle  relax- 
ants, a cervical  collar,  hospitalization 
with  cervical  traction  and  physiother- 
apy. He  complained  of  constant  excru- 
ciating neck  pain,  headache,  and  severe 
nervousness.  He  was  beginning  to  de- 
velop muscle  weakness,  and  hypesthesia 


of  both  upper  extremities.  This  was  my 
first  attempt  at  using  hypnosis  in  a 
whiplash  injury.  Following  our  first 
session  the  patient’s  pain  ceased  and  he 
stopped  all  medications.  After  four  or 
five  sessions,  that  patient  was  normal  to 
examination,  was  symptom  free  and 
satisfied  enough  to  settle  with  the  insur- 
ance company.  Incidentally,  he  also  was 
well  enough  to  skip  town  owing  the 
hospital  and  all  the  doctors  concerned. 
Facetiously,  one  might  consider  end- 
ing all  medical  suggestions  in  hypnosis 
with  a suggestion  that  the  patient  pay 
the  doctor. 

J.  P.  is  a 37-year-old  white  female  whose 
auto  was  hit  from  the  rear.  She  was 
treated  at  the  emergency  room  with 
pain  medication  and  muscle  relaxants. 

The  patient  was  brought  into  the  office 
the  following  day  in  a wheelchair  be- 
cause the  muscle  relaxant  made  her  too 
dizzy  to  walk.  She  was  also  in  severe 
pain  because  she  vomited  all  the  pain 
medication.  This  patient  presented  the 
typical  findings  of  acute  whiplash  in- 
jury with  tenderness,  pain,  muscle 
spasm,  and  marked  limitation  in  mo- 
tion of  the  neck.  Her  hypnotic  session 
lasted  about  five  or  ten  minutes  and 
following  this  she  was  symptom  free 
and  completely  normal  to  examination. 

She  was  checked  again  in  the  office 
48  hours  later  and  found  to  be  normal 
to  examination  by  both  myself  and  an 
orthopedist.  The  patient  remained 
symptom  free,  and  at  two  weeks  she 
was  again  hypnotised  and  all  sugges- 
tions were  removed.  She  has  remained 
completely  symptom  free  during  the 
past  six  months. 

May  I repeat  that  I strongly  feel  that  this  is 

the  procedure  of  choice  in  cervical  whiplash 
injury.  It  accomplishes  the  desired  muscle  re- 
laxation and  pain  control,  for  which  we  strive, 
without  dependence  on  medication  or  physio- 
therapy. I believe  it  is  also  of  significance  that 
it  allows  the  doctor  to  effect  symptom  relief 
and  rapid  cure  before  the  well-known  greenback 
syndrome  has  an  opportunity  to  develop. 

The  acute  low  back  syndrome  is  also  quite 
amenable  to  treatment  with  hypnosis.  Its  use 
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in  chronic  low  back  pain  is  less  striking  but  one 
can  otter  the  patient  moderate  relief  even  in 
this  chronic  condition. 

Control  of  acute  pain  with  hypnosis  is  both 
striking  and  quite  effective.  It  may  be  used 
most  simply  in  children  during  suture  of  lacera- 
tion to  give  either  complete  loeal  anesthesia  or 
as  a simple  means  of  calming  the  child  for 
a procedure  in  which  a local  anesthetic  is  used. 
Even  in  adult  patients,  if  pain  control  is  not 
achieved,  the  patient  nearly  always  comments 
that  he  is  greatly  rela.xed  and  that  this  was  most 
beneficial.  Its  uses  for  pain  eontrol  are  many 
and  varied.  I ha\  e used  it  for  urethral  dilatation, 
pain  of  e.xternal  otitis,  pain  of  ehronie  arthritis, 
etc.  Its  well  known  use  in  general  surgery  and 
obstetries  does  not  fall  within  the  seope  of  this 
article. 

I have  had  two  dramatic  cases  of  migraine 
headaehe  treatment  with  hypnosis  in  my  practice. 
At  present  I am  leary  of  the  use  of  hypnosis  for 
this  condition.  Migraine  has  so  many  emotional 
components  that  I hesitate  to  complicate  the 
problem  with  hypnosis.  I have  tried  it  in  only 
two  cases.  The  first  was  because  the  patient  was 
in  definite  danger  of  Demerol  addiction  from 
frequent  visits  to  the  emergency  room  with 
quite  severe  migraine  headaches.  This  patient 
has  not  had  a migraine  headaehe  now  since  her 
first  hypnotic  session,  which  was  24  months  ago. 
She  has  also  not  been  hypnotised  for  reinforce- 
ment of  her  suggestions  for  the  past  12  months. 
It  is  of  interest  to  note  that  this  patient  now 
has  episodes  of  edema  of  her  hands.  I’m  certain 
that  this  is  on  a neurogenic  basis  and  is  a 
substitute  for  the  migraine.  The  patient  feels 
that  the  swelling  episodes  are  preferable  to 
the  migraine.  I am  intentionally  not  treating  the 
edema  with  hypnosis. 

The  second  patient  was  allergic  to  many  of 
the  drugs  normally  used  in  migraine  treatment. 
She  had  not  had  a recurrence  of  a migraine 
since  her  second  session  1 year  ago. 
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The  use  of  hypnosis  in  shoulder  hand  syn- 
drome has  to  my  knowledge  not  previously  been 
reported.  I,  therefore,  wish  to  report  my  one 
case: 

W.  P.  is  a 50-year-old  white  male  who 
sustained  an  extremely  severe  coronary 
with  shock.  This  was  followed  by  mod- 
erately severe  angina.  Later  the  patient 
began  to  develop  a typical  shoulder- 
hand  syndrome  with  marked  pain  in 
the  left  arm  and  hand  and  extreme 
muscle  weakness.  He  was  seen  in  con- 
sultation by  an  internist  who  concurred 
in  this  diagnosis.  The  patient  was  hyp- 
notised on  three  occasions.  The  pains 
ceased  and  musele  function  returned  to 
normal.  He  has  remained  asymptomatic 
with  regard  to  his  arm  during  the  past 
12  months. 

Hypnosis  has  its  disadvantages  also.  First  of 
all,  the  physician  is  inclined  to  look  upon  this 
as  a rather  magical  tool  and  is  tempted  to  use 
it  for  a variety  of  things  including  control  of 
smoking,  obesity  and  personality  problems.  He 
is  better  off  to  leave  these  things  alone  in  spite 
of  the  many  requests  that  he  will  get  from  other 
physicians  and  patients.  There  is  also  an  aspect 
of  black  magic  concerning  hypnosis  in  the  lay 
person’s  mind,  which  has  been  only  partially 
altered  by  the  excellent  articles  which  have 
appeared  in  the  woman’s  magazines  in  recent 
years.  This  problem,  fortunately,  is  constantly 
improving  and  of  course  will  improve  more 
rapidly  as  more  doctors  use  the  technique. 

In  conclusion  let  me  reiterate  that  hypnosis 
is  a practical,  useful  tool,  which  can  be  of  fre- 
quent help  to  the  physician  in  a variety  of  office 
situations.  Its  greatest  and  most  effective  use  is 
in  the  field  of  pain  control  and  muscle  relaxation 
and  its  use  might  well  be  limited  to  this  area. 
It  is  not  a panacea  nor  is  it  magical.  It  amounts 
to  simple  suggestion.  However,  it  is  an  ex- 
tremely handy  tool  and  is  something  which 
many  physicians  are  neglecting. 


BE  SURE  TO  COMPLETE  AND  MAIL  SURVEY  SHEET  ON  PAGE  51 
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SPECIAL  CIVIL  DEFENSE  PROBLEMS 
OF  CITIES 


By  Solomon  Garb,  M.D. 


Common  sense  and  knowledge  are  used  by  Dr.  Garb  to  dispel  a portion 
of  the  special  fear  of  city  dwellers.  It  is  noted,  that  in  the  great  Hamburg 
firestorm  of  World  War  II.  85  percent  of  the  city  population  did  survive. 
The  problem  of  total  city  destruction  by  nuclear  attack  is  seen  to  be 
sharply  limited  by  both  the  expense  of  such  a great  number  of  missiles, 
and  the  dire  need  for  enemy  concentration  on  American  areas  of  expected 
retaliation,  such  as  missile  sites  and  air  bases.  Fallout  and  starvation  remain 
the  major  problems,  and,  are  amenable  to  a reasonable  shelter  program 
and  food  stockpile,  the  latter  particularly  of  whole  grain.  Advance  plan- 
ning by  the  city  dwellers,  themselves,  will  greatly  enhance  their  chance 
for  survival. 


The  civil  defense  problems  of  cities  differ  in 
degree  from  the  civil  defense  problems  of 
rural  and  suburban  areas.  Since  cities  have  large 
f)opulations  in  a limited  space,  they  present 
concentrated  targets  to  an  enemy  who  may  wish 
to  kill  as  many  Americans  as  possible.  The 
opponents  of  civil  defense  have  automatically 
assumed  that  an  enemy  would  concentrate  his 
attack  on  our  cities,  and  would  wipe  out  all  the 
inhabitants  despite  our  civil  defense  measures. 
This  assumption  is,  however,  not  accepted  by 
many  who  have  studied  the  details  of  civil 
defense. 

As  an  aid  to  understanding  the  problem,  it 
is  helpful  first  to  consider  the  minima  and  max- 
ima of  the  situation.  That  is,  one  may  first 
consider  what  an  enemy  must  plan  on  if  he 
intends  to  kill  99%  of  the  population  of  our 
cities,  despite  adequate  civil  defense.  Then,  we 
may  consider  what  would  happen  if  an  enemy 
decided  to  avoid  any  attacks  on  American  cities 
at  all.  After  defining  in  this  fashion  the  probable 
limits  of  the  situation,  it  will  be  seen  that  an 
attack  pattern  on  the  United  States  would  fall 
somewhere  between  the  two  extremes,  and  that 
the  effectiveness  of  civil  defense  for  cities  would 
vary  with  the  attack  pattern. 


Enemy  Attack  Pattern  to  Kill  99% 
of  Population  in  Sheltered  Cities 

For  this  calculation,  it  is  helpful  to  take  New 
York  City  as  an  example.  Approximately  7.5 
million  people  live  in  309  square  miles.  Let  us 
assume  that  these  people  had  shelters  buried 
under  5 feet  of  earth,  with  blast  resistance  to 
100  pounds  per  square  inch  and  other  features 
as  described  in  earlier  articles.  As  pointed  out 
in  an  earlier  article,  such  shelters  can  be  made 
of  corrugated  steel  at  a cost  of  $100  to  $200 
per  life.  (We  will  not  consider  firestorm  for  the 
moment,  since  it  will  be  discussed  separately 
toward  the  end  of  this  article.) 

Shelters  of  this  type  can  protect  up  to  one 
mile  from  ground  zero  of  a 20-megaton  bomb. 
The  20-megaton  bomb  would  then  kill  directly 
all  sheltered  people  in  a 3.1  square  mile  area. 
Roughly  speaking,  it  would  therefore  require 
about  100  20-megaton  bombs  or  2,000  megatons 
to  kill  99%  of  well-sheltered  people  in  an  area 
equivalent  to  New  York  City.  Other  large  cities 
are  less  densely  populated  than  New  York,  so 
that  it  would  require  over  60,000  well-aimed 
megatons  to  kill  directly  99%  of  a well-sheltered 
urban  American  population.  This  figure  would 
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not  include  the  attack  on  our  military  bases, 
missile  installations,  etc.  This  estimate  will  vary 
with  the  size  of  bomb  used.  If  lOO-megaton 
bombs  are  used,  less  bombs,  but  more  total 
megatons  of  attack  would  be  needed.  If  bombs 
under  20-megatons  were  used,  more  bombs,  but 
less  total  megatons  of  attack  would  be  needed. 
Theoretically,  it  might  be  possible  for  an  enemy 
to  strike  us  with  enough  megatons  to  wipe  out 
all  cities,  military  bases,  and  missile  installations. 
A reasonable  estimate  would  be  about  80,000 
megatons.  However,  we  should  ask  what  such 
an  attack  involves.  If  Polaris  missiles  were  used, 
it  would  require  over  100,000  missiles  from  about 
8,000  Polaris  submarines.  If  the  largest  opera- 
tional Russian  missiles  were  used,  it  would 
require  about  10,000  of  them.  Clearly,  such 
armament  is  expensive,  and  cannot  be  built 
rapidly.  It  is  hardly  likely  that  in  the  near  future 
any  enemy  will  have  such  a capability. 

Enemy  Attack  Pattern  Which 
Avoids  American  Cities 

If  an  enemy  attack  avoided  direct  hits  on 
American  cities,  the  only  major  hazard  would 
be  fallout.  The  fallout  from  a 20-megaton  bomb 
(ground  burst)  will  kill  unprotected  persons  in 
a 10,000  square  mile  area.  Thus,  to  kill  99%  of 
unprotected  persons  in  approximately  3 million 
square  miles  (not  counting  Alaska),  would  re- 
quire about  6,000  megatons.  This  figure  is  within 
the  probable  capacity  of  an  enemy  nation  in 
the  near  future. 

On  the  other  hand,  even  minimal  civil  defense 
shelters  in  cities  eould  save  most  of  the  people 
from  dying  directly  as  a result  of  an  attack  of 
this  nature  and  magnitude. 

Probable  Enemy  Attack  Patterns 

It  is  extremely  improbable  that  an  enemy 
would  scrupulously  spare  all  our  cities  from 
direct  attack,  or  that  he  would  spend  hundreds 
of  billions  to  kill  our  entire  urban  population. 
An  actual  attack  would  probably  fall  somewhere 
between  these  two  extremes.  Our  analysis  shows 
that  without  any  civil  defense,  a feasible  enemy 
attack,  direeted  mainly  at  military  targets  would, 
as  a “bonus,”  kill  most  of  our  urban  population. 
If  we  had  adequate  civil  defense,  an  enemy 
attack  directed  primarily  at  military  targets 
would  kill  only  a small  proportion  of  our  urban 
population.  Thus,  even  minimal  fallout  shelters 
in  cities  protect  against  enemy  missiles  launched 
upon  our  military  installations. 
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The  minimal  fallout  shelter,  however,  provides 
little  protection  against  missiles  which  strike 
cities.  Blast  and  fire  protection  must  be  added 
for  a reasonable  degree  of  protection. 

Blast  Danger  and  Protection. 

Most  existing  buildings  are  extremely  vul- 
nerable to  blast  effects.  Thus,  a single  20-mega- 
ton bomb  would  probably  kill  most  people  in 
ordinary  buildings  within  7 to  8 miles  of  ground 
zero  — an  area  of  over  25  square  miles.  Deep 
basements  offer  more  protection.  However,  really 
adequate  blast  protection  is  not  generally  avail- 
able in  most  basements  of  large  city  buildings. 
Special  construction  is  needed.  Where  space 
permits,  corrugated  steel  shelters  are  the  most 
practical  and  economical.  They  ean  be  buried 
under  streets,  parks  and  schoolyards.  In  heavily 
built-up  areas,  heavy  reinforced  conerete  sub- 
basements may  be  needed.  They  would  cost  up 
to  twice  as  much  as  the  steel  shelters. 

Firestorm  Danger  and  Protection 

The  firestorm  danger  has  been  greatly  exag- 
gerated by  opponents  of  Civil  Defense.  It  is  a 
serious  problem,  but  one  which  can  be  solved. 
First,  it  is  helpful  to  consider  a few  basic  facts 
about  firestorms.  (More  details  are  presented  in 
another  chapter.) 

1.  The  intensity  and  duration  of  a firestorm 
depend  on  the  concentration  of  inflammable 
material  — not  the  means  of  ignition.  If  the 
fuel  is  present,  a match,  a lamp  kicked  over  by 
a cow,  incendiary  bombs,  or  a hydrogen  bomb 
can  start  a firestorm.  Once  started,  it  will  burn 
so  long  as  fuel  is  present.  In  1881,  a firestorm 
in  Michigan  burned  out  1,800  square  miles,  and 
developed  winds  strong  enough  to  lift  people 
off  the  ground. 

2.  Firestorms  do  not  spread  outward,  sinee 
the  winds  blow  inward. 

3.  Heat  and  duration  of  a firestorm  do  not 
depend  on  its  size  beyond  a certain  limit.  Thus, 
temperatures  in  the  center  of  a 2 square  mile 
firestorm  could  be  similar  to  those  in  the  center 
of  a firestorm  1,000  square  miles  in  size. 

4.  People  have  survived  in  the  midst  of  fire- 
storms when  they  had  adequate  shelter.  We  have 
heard  of  the  victims  of  the  Hamburg  firestorms 
in  World  War  II.  Many  of  these  victims  were 
suffocated,  or  even  cooked  while  in  shelters. 
However,  those  were  inadequate  shelters,  not 
designed  for  fire  protection.  Other  people  in 
Hamburg,  in  good  shelters  did  survive.  In  fact, 
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85%  of  the  population  in  the  Hamburg  firestorm 
area  survived/ 

5.  Most  firestorms  are  over  in  6 hours.  The 
concentration  and  arrangement  of  inflammable 
materials  in  American  cities  are  such  as  to  make 
it  unlikely  that  a true  firestorm  would  last 
longer  than  6 hours,  although  isolated  fires 
might  continue  for  longer  periods. 

6.  The  problem  of  “hot  rubble”  can  easily 
be  handled.  Some  opponents  of  Civil  Defense 
have  said  that  for  several  days  after  a firestorm, 
“hot  rubble”  near  the  air-intake  pipes  would 
heat  incoming  air  to  lethal  temperatures.  If  this 
problem  really  exists,  and  is  not  merely  another 
synthetic  hurdle  which  some  people  are  trying 
to  place  in  the  path  of  our  civil  defense  efforts, 
it  can  be  solved  easily.  After  the  firestorm,  while 
the  shelter  is  still  sealed,  the  output  end  of  the 
blower  should  be  connected  directly  to  an  ex- 
haust pipe,  using  flexible  steel  tubing  and  sealing 
any  joints  with  clay,  or  mud.  With  this  arrange- 
ment, air  can  be  pumped  from  intake  to  exhaust 
without  getting  into  the  shelter  itself.  An  hour 
or  two  of  pumping  air  through  this  system  will 
cool  the  rubble  around  the  intake  vent  enough 
to  permit  fresh  air  to  be  drawn  in  for  breathing 
purposes. 

7.  Three  feet  of  earth  give  almost  complete 
protection  against  heat  radiation  from  a fire- 
storm. On  the  other  hand,  concrete  is  a much 
poorer  insulator  against  heat,  and  much  greater 
thicknesses  would  be  needed.  Concrete  covered 
with  earth  can  be  used  in  some  situations. 

Burial  Under  Rubble 

Although  many  people  seem  concerned  over 
the  danger  of  being  buried  under  rubble,  it  is 
a minor  problem  which  can  readily  be  solved. 
In  a well-equipped  shelter,  there  should  be 
digging  implements,  and  the  design  should  in- 
clude an  emergency  exit.  A group  of  people,  in 
a well-stocked  shelter  should  have  at  least  a 
week  in  which  to  tunnel  their  way  out  of  any 
overhead  rubble.  Those  who  are  concerned  that 
the  rubble  will  block  out  entrance  of  air  can 
be  reassured.  Rubble  does  not  pack  down  solidly. 
More  than  30%  of  the  total  consists  of  open 
space  through  which  air  can  pass  freely. 

Shortage  of  Food  and  Water 

The  danger  of  a shortage  of  food  and  water 
has  not  received  much  attention  in  relation  to 
other  problems  which  will  face  city  dwellers. 
Government  directives  advise  that  a two-week 


supply  of  food  be  stored  in  a shelter.  It  is 
assumed,  apparently,  that  a further  supply  will 
be  brought  into  the  devastated  area  after  two 
weeks.  This  assumption,  however,  will  not  bear 
close  scrutiny.  The  likelihood  is  that  after  any 
sort  of  major  attack  upon  the  U.S.  the  usual 
channels  of  distribution  of  food  will  be  so 
disrupted  that  city  dwellers  could  not  depend 
on  receiving  anything  to  eat  for  at  least  six 
months  unless  extra  food  stocks  were  stored  in 
close  proximity  to  the  city.  This  shortage  of  food 
would  probably  be  the  second  greatest  danger 
facing  the  city  dweller,  second  only  to  the 
danger  from  radioactive  fallout.  In  most  wars 
of  the  past,  the  greatest  killer  was  not  the 
weapons  of  war,  but  starvation.  In  a thermo- 
nuclear war,  the  chances  are  that  the  same 
problems  of  food  shortage  will  be  present.  Un- 
less something  positive  is  done  to  provide  more 
food  for  city  dwellers,  starvation  may  kill  more 
people  than  blast  and  firestorm  combined. 

Suggested  Measures  to  Improve  Survival 
Chances  of  City  Dwellers  in  the 
Event  of  a Thermonuclear  Attack 

1.  The  government  should  store  large  supplies 
of  whole  grain  in  sheltered  areas  surrounding 
large  cities,  preferably  in  underground  cellars, 
caves,  or  other  facilities.  As  described  in  more 
detail  in  the  paper  on  Food,  whole  grains  can 
be  eaten  as  such  in  an  emergency  and  will 
sustain  life  and  health  until  national  recovery 
is  under  way.  The  supply  of  whole  grains  stored 
around  cities  should  provide  a minimum  of  six 
months  ration  for  all  residents.  It  is  further 
recommended  that  these  stored  grains,  and 
possibly  other  foodstuffs,  be  obtained  by  increas- 
ing our  national  supply  of  surplus  supplies  rather 
than  by  simply  moving  some  of  the  supplies 
from  the  farm  states  to  the  cities. 

2.  Building  codes  in  cities  should  be  revised 
so  that  adequate  basement  shelter  area  is  avail- 
able in  new  construction,  with  considerable  re- 
sistance to  blast  effects. 

3.  In  the  design  of  new  buildings  in  congested 
areas,  consideration  should  be  given  to  incor- 
porating underground  tunnels  which  will  lead 
from  the  basement  of  one  building  to  the  base- 
ments of  several  adjoining  buildings. 

4.  Missile  sites  which  are  too  close  to  large 
cities  should  be  moved  further  away.  The  min- 
imum distance  from  a missile  site  to  a city 
should  be  40  miles.  The  U.S.  Navy  uses  this 
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figure  of  40  miles  as  a minimum  distance  which 
it  recommends  that  its  installations  be  kept 
from  a city.  Despite  this,  some  Air  Force  missile 
sites  have  been  located  much  closer  to  the  large 
cities,  such  as  Tucson.  Fortunately,  there  is  a 
simple  solution  to  this  problem.  The  U.S.  is  now 
removing  and  phasing  out  its  obsolescent  missiles 
in  Turkey,  Britain,  and  other  overseas  areas. 
Therefore,  the  ones  which  are  implaced  around 
cities  such  as  Tucson,  could  readily  be  removed 
and  their  place  in  the  national  arsenal  could 
be  taken  by  newer  missiles  emplaced  at  least 
40  miles  away  from  the  city. 


Original  Articles 

In  summary,  it  may  be  pointed  out  that  city 
dwellers  will  be  at  greater  risk  in  the  event  of 
a thermonuclear  war  than  will  people  living  in 
rural  or  suburban  areas.  However,  this  increased 
risk  is  not  insurmountable  and  vigorous  civil 
defense  measures  on  the  part  of  the  federal 
government,  localities,  businesses,  and  the  peo- 
ple who  are  living  in  the  area  will  increase 
greatly  the  chances  for  survival  of  the  residents. 
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PSYCHIATRY  FOR  THE  MEDICAL  PRACTITIONER 

New  Orleans,  Louisiana 
March  4-6,  1965 

Sponsored  by  the  DIVISION  OF  NEUROLOGY  AND  PSYCHIATRY  OF  TOURO  INFIRMARY 
under  a National  Institute  of  Mental  Health  Grant. 


GUEST  LECTURERS  INCLUDE: 

Jack  Ewalt,  M.D.,  Prof,  of  Psychiatry,  Harvard 
Med.  School,  Past  Pres,  of  American  Psychia- 
tric Association,  Boston,  Mass. 

John  Lambert,  M.D.,  Medical  Director,  Four 
Winds  Hospital,  Washington,  D.C. 

Zigmond  Lebensohn,  M.D.,  Chief,  Dept,  of  Psy- 
chiatry, Sibley  Memorial  Hospital,  Washing- 
ton, D.C. 

William  Sheeley,  M.D.,  Director  of  Psychiatry 
& Medical  Practice  Project  of  the  A.P.A., 
Washington,  D.C. 

Philip  Solomon,  M.D.,  Chairman,  A.P.A.  Com- 
mittee on  Medical  Practice,  Boston,  Mass. 

Course  will  be  given  at  Jung  Hotel,  1500 
Canal  Street,  New  Orleans,  La.  Hotel  reserva- 
tions to  be  made  directly  with  the  Jung  or  hotel 
of  your  choice.  Registrants  who  would  like  to 
enjoy  Mardi  Gras  (Mareh  2)  are  urged  to  make 
hotel  reservations  immediately. 

Guest  speaker  for  the  luncheon  on  March  4 
will  be  Gorge  Burch,  M.D.,  Henderson  Profes- 
sor and  Chairman,  Dept,  of  Medicine,  Tulane 
Medical  School.  Subject:  “Emotions  and  Cardio- 
vascular Disease.”  Cost  of  luncheon  included  in 
registration  fee.  At  the  end  of  Friday’s  session, 
there  will  be  a dutch  treat  two-hour  cocktail 
party  with  George  Lewis  and  his  band  from 
Preservation  Hall  entertaining. 


AMONG  TOPICS  TO  BE  DISCUSSED: 

“Detection  of  Incipient  Psychiatric  Disorders 
During  a General  Medical  Examination” 
“Medical  Practitioners  and  Supportive  Handling 
of  Schizophrenia” 

“Adolescence  — Disturbed  and  Disturbing” 
“The  Physician  and  His  Reaction  to  the  ‘Crock’  ” 
“Newer  Thoughts  About  the  Therapy  of  Alco- 
holism” 

“Medical  Conditions  with  Psychiatric  Manifes- 
tations” 

“Recognition  and  Treatment  of  Depressive  Re- 
actions by  Medical  Practitioners” 

“Treatment  of  Emotional  States  by  the  Medical 
Practitioner” 


Gene  L.  Usdin,  M.D.,  Chief 
Division  of  Neurology  & Psychiatry 
Touro  Infirmary 
3516  Prytania  Street 
New  Orleans,  La.  70115 

Enclosed  is  my  registration  fee  of  $20  for  the  “Psy- 
chiatry for  the  Medical  Practitioner”  course  to  be 
given  March  4-6,  1965,  at  the  Jung  Hotel.  (Checks 
should  be  made  payable  to  the  Touro  Infirmary.) 

Name  

Address  
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in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-Demi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768 
Literature  on  request. 
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CnSo 


CmitoM  me/,  , ... 

super\'ision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  are  always  nearby. 


cated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
icturesque  Camelback  Mountain,  the  hospital  is  dedicated 
delusively  to  the  treatment  of  psychiatric  and  psychosomatic 
isorders,  including  alcoholism. 


^OVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
aOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 

MILTRATE^ 

meprobamate  200  mg.  + 

pentaerythritol  tetranitrate  10  mg. 

Effective  tranquiiization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 

the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — Ihe  most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  - Ua-j  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied;  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 
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PSYCHIATRY  COMES  OF  AGE 


With  Christmas 
gifts  all  opened  and 
the  last  of  the  Han- 
nnkkah  Menorahs 
lighted,  may  we  re- 
dedieate  ourselves  as 
physieians  to  onr  pro- 
fession and  to  onr 
patients. 

The  prospect  of  a 
whole  new  year  ahead 
provides  stimnlns  and 
energy  to  come  to 
new  grips  with  medi- 
cine’s major  medical 
p r o b 1 e m,  mental 
health,  and  we  are 
unmindfnl,  only  for  the  moment,  of  the  great 
medical-political  and  socio-economic  problems 
that  face  ns,  physicians  and  patients  alike,  so 
starkly  in  this  day. 

Mental  health,  quantitatively  and  qualita- 
tively, has  always  been  the  number  one  prob- 
lem in  medicine.  It  has  been  overshadowed  by 
poliomyelitis  and  cancer  and  heart  disease  and, 
more  lately,  by  birth  defects,  only  because  the 
laity  has  been  more  aware  of  these  diseases 
and  because  they  have  seemd  more  newsworthy. 
But  I predict  more  space  will  be  devoted  in  our 
news  media  to  this  problem  in  the  future  than 
to  any  other  disease  complex. 

Everyone,  physician  and  layman,  is  increas- 
ingly cognizant  that  mental  ill-health  affects 
more  persons  and  costs  more  tax  dollars  and 
wipes  out  more  personal  income  than  all  other 
diseases  combined,  not  to  mention  its  non- 
pecuniary  aspects  — the  intense  suffering  and 
shattered  families  and  pure  social  turmoil  spawn- 
ed of  its  ubiquity. 

I recall  quoting  Erich  Lindemann  of  Harvard 
some  six  months  ago  regarding  a Utopian  con- 
cept of  the  total  irradication  of  mental  illness. 
This  seemed  like  pure  fantasy  to  me  with  my 
non-psychiatric  background.  But  I was  stim- 
ulated and  excited  then  — and  am  now  — by 
his  concepts  of  preventive  psychiatry,  as  I 
thought  into  its  wide  ramifications  — alcoholism, 
mental  retardation,  juvenile  delinquency,  drug 
addiction,  family  abandonment,  crime,  even  war 


(see  “Psychiatric  Aspects  of  the  Prevention  of 
War”),  and,  of  course,  rhe  psychoses  and  psycho- 
neuroses. 

Last  week  at  the  Second  National  Congress 
on  Mental  Illness  and  Health,  I heard  the  phrase 
mental  health  at  least  once  an  hour.  And  now 
I have  the  concept  firmly  in  my  mind  and  my 
whole  orientation  has  changed.  It  is  no  longer 
the  dismal  image  of  eternally  locked  doors  and 
endless  custodial  care,  but  one  of  hope,  real 
hope,  for  a productive,  useful,  mentally  healthy 
future  for  thousands  of  patients. 

Psychiatrists  are  in  the  vanguard  of  this  rev- 
olution and  evolution  of  conceptualization  to- 
ward mental  illness;  are  coming  of  age. 

It  was  a little  amusing  to  hear  discussions  of 
the  inter-dependent  roles  of  physicians  and 
psychiatrists  in  Chicago  and  the  occasional  small 
dissenting  voice  saying,  “psychiatrists  and  other 
physicians,  please.”  Certainly  psychiatrists  are 
physicians,  but  with  very  special  knowledge, 
which  can  be  brought  to  bear  on  nearly  every 
facet  of  medicine  and  community  life  within 
the  framework  of  onr  broadening  attack  on 
mental  health. 

They  need  to  return  en  force  to  our  medical 
society  meetings  and  serve  on  our  non-psychia- 
tric committees.  They  must  provide  vital  leader- 
ship toward  a better  understanding  of  the 
complex,  total  patient  in  his  environment.  And 
they  must  join  with  many  others  of  widely 
differing  psychiatric  backgrounds  in  this  multi- 
facetted,  Herculean  task,  for  they  are  too  few 
and  the  task  is  too  great.  I was  relieved  and 
gratified  to  find  psychologists,  social  workers, 
teachers,  clergymen,  welfare  workers,  attorneys, 
even  an  anthropologist  — and  a surgeon  — work- 
ing in  harmony  and  with  comprehensible  com- 
munication at  that  Congress. 

If  iDsychiatrists  must  lead  the  way,  the  non 
psychiatric  physician  must  be  close  behind,  for 
all  physicians  have  a vested  interest  in  all  mental 
health  programs  in  the  community,  and  therefore 
should  be  willing  to  assume  some  degree  of 
responsible  leadership.  Moreover,  physicians  as 
a whole  enjoy  greater  prestige  in  the  United 
States  than  any  other  group  — except  Federal 
Supreme  Court  judges  — (Medical  M^orld  News, 
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Sept.,  1964)  and  thus  are  thrust  into  a key  posi- 
tion if  they  will  only  accept  the  challenge. 

The  American  Medical  Association’s  mental 
health  program  is  predicated  on  the  importance 
of  psychiatric  concepts  to  all  physicians  regard- 
less of  their  type  of  practice.  Here  in  Arizona 
we  are  fortunate  to  have  available  seminars  in 
post-graduate  psychiatric  education  for  non- 
psychiatric  physicians,  through  the  Council  cm 
Alental  Health  of  WICHE,  our  Western  Inter- 
state Commission  for  Higher  Education.  The 
goals  of  these  courses  is  three  fold:  1)  to  increase 
ability  to  recognize  and  manage  emotional  and 
mental  disturbances  in  patients,  2)  to  increase 
understanding  of  and  sensitivity  to  emotional 
factors  in  everyday  practice,  and  3)  to  increase 
skill  in  utilizing  the  physician-patient  relationship 
as  a part  of  the  therapeutic  process. 

At  the  undergraduate  level,  which  is  of  para- 
mount importance,  I believe  there  should  be 
a continuing  emphasis  (m  psychiatry  and  mental 
illness  in  our  medical  school  curricula  with  an 
orientation  toward  the  total  patient  in  every 
clinical  course.  Who  sees  more  mental  illness 
than  the  general  practitioner,  the  gynecologist, 
the  pediatrician  and  the  internist?  And  who 
among  the  allergists  and  dermatologists  and 
orthopedists  and  cardiologists  and  surgeons  and 
opthalmologists  can  forget  the  human  equation 
in  the  presence  of  organic  disease?  In  a recent 
study  31.4%  of  patients  in  Mt.  Sinai  Hospital 
were  found  to  have  psychiatric  factors  in  their 
non-psychiatric  illnesses.  This  is  true  in  some 
60%  of  my  own  well-screened  practice. 

I dare  say  the  day  will  come  when  the  physi- 
cian will  be  just  as  remiss  in  failing  to  diagnose 
or  treat  a mental  illness  as  in  missing  a malig- 
nancy. Certainly  with  new  attitudes  by  the 
public  toward  mental  illness,  with  the  removal 
of  the  stigmata  associated  therewith  and  with 
psychiatry  coming  of  age,  a new  era  in  medi- 
cine is  dawning,  every  bit  as  significant  in 
medical  history  as  anesthesia  and  antibiotics  and 
electronics.  Our  new  Arizona  Medical  School 
take  note. 

Beyond  these  considerations,  how  then  do  we 
proceed  in  Arizona?  Our  particular  needs  have 
already  been  studied  by  a task  force  from  our 
state  at  the  first  National  Congress  on  Mental 
Health  in  1962.  Several  of  its  pronouncements 
are  germaine  to  this  discussion.  The  Arizona 
Medical  Association  was  importuned  to  assume 


leadership  in  the  field  of  mental  health  with 
provision  for,  or  sponsorship  of,  a continuing 
educational  program  for  its  members  and  the 
general  public  (italics  ours)  in  cooperation  with 
all  organizations  active  in  the  field  of  mental 
health.  This  we  expect  through  our  subcommit- 
tee on  mental  health  and  through  the  component 
county  societies  which  have  mental  health  com- 
mittees. The  overwhelming  interest  of  the  laity 
was  amply  demonstrated  by  the  standing  room 
only  attendances  at  the  four  seminars  on  mental 
health  produced  jointly  last  fall  by  the  Maricopa 
County  Medical  Society  and  the  Phoenix  Gaz- 
ette. An  accolade  is  well  deserved  by  both  of 
these  organizations. 

The  Arizona  Aledical  Association  and  all  other 
organizations  concerned  with  our  state  hospital 
(which  one  is  not?)  are  urged  to  encourage  the 
state  legislature  to  appropriate  sufficient  funds 
an  adequate  staff  and  salary  level.  In  1965  the 
hospital  budget  will  be  about  $6,000,000,  includ- 
ing an  increase  of  $1,000,000  over  1964  to  pro- 
vide additions  to  the  professional  staff.  And  this 
is  urgent. 

Or  equal  urgency  is  some  solution  to  the 
problem  of  licensing  physicians  at  the  state 
hospital.  No  one  will  favor  any  action  which 
will  in  any  way  down-grade  the  qualifications 
of  the  professional  staff,  but,  speaking  prac- 
tically, something  needs  to  be  done  to  permit 
the  employment  of  well  qualified  physicians, 
presently  excluded  by  the  legal  framework  of 
our  statutes.  This  is  under  careful  study  at  the 
moment  and  when  the  time  comes  to  make  the 
necessary  legislative  change  everyone  should 
promote  it. 

While  the  state  3nental  hospital,  any  state 
mental  hospital,  is  an  integral  and  vital  facet 
of  the  mental  health  picture  today,  it  is  no 
longer  the  only  facet,  diagnostically  and  thera- 
peutically. This  institution  philosophically  re- 
mains pretty  much  unchanged,  since  it  came 
into  being  some  one  hundred  years  ago  to  fill 
a need  unmet  by  medicine.  It  was  produced  by 
our  government  and  developed  into  the  most 
socialized  entity  in  all  of  our  country.  Nothing 
disparaging  is  meant  by  this.  It  had  to  be. 

But  the  horizons  of  psychiatry  are  broadening 
rapidly  and  the  interplay  between  the  public 
and  private  sectors  of  psychiatric  medicine  is 
being  weighed  in  the  minds  of  all  concerned 
with  the  problem.  Free  enterprise  and  the  volun- 
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tarisin  of  our  American  attitudes  pro\ide  the 
flexibility  and  imagination  and  ingennity  to  cope 
with  this  changing  concept,  which,  like  the  delta 
of  a great  ri\er,  is  slowly  covering  all  of  com- 
munity existence,  the  totality  of  man  and  his 
emironment.  This  represents  one  of  the  great 
challenges  in  medicine  today. 

Mental  health  care  is  no  longer  carried  out 
solely  in  the  state  mental  hospital  and  the  psy- 
chiatrist’s office,  but  in  the  private  physician’s 
office  and  increasingly  in  the  private  hospital. 
This  trend  toward  mental  health  facilities  in 
private  hospitals  is  mushrooming.  There  are 
four  hundred  general  hospitals  with  psychiatric 
inpatient  facilities  in  the  United  States  now  and 
these  accept  more  psychiatric  first  admissions 
than  all  the  state  mental  hospitals  and  almost 
as  many  total  admissions.  Psychiatric  beds  are 
being  placed  in  general  hospitals  everywhere, 
including  Arizona,  and  not  far  in  the  future  we 
can  expect  a psychiatric  department  to  be  as 
much  a part  of  the  hospital  as  the  obstretrical 
or  x-ray  departments.  In  that  day,  physicians 
will  admit  alcoholics  as  such  and  not  as  “acute 
gastroenteritis.”  And  we  will  see  many  acute 
mental  problems,  the  crisis  problems,  handled 
promptly  and  efficiently  and  not  sloughed  off 
as  “acute  crockery.” 

Certainly  we  need  mental  health  clinics  or 
centers  in  Arizona.  John  F.  Kennedy  said  “We 
need  a new  type  of  health  facility,  one  which 
will  return  mental  health  care  to  the  mainstream 
of  American  medicine,  and  at  the  same  time 
upgrade  mental  health  services.”  Through  this 
emphasis  and  by  his  leadership  developed  the 
bricks  and  mortar  legislation,  Public  Law 
88-164,  providing  $150,000,000  in  matching  funds 
over  a three-year  period  from  1964.  To  qualify 
for  these  funds,  the  mental  health  center  must 
provide  inpatient  services,  outpatient  services, 
partial  hospitalization  services,  including  at  least 
day  care,  emergency  services  24  hours  a day  and 
consultation  and  education  services  to  communi- 
ty agencies  and  professional  personnel. 

All  sorts  of  basic  administration  patterns  have 
been  utilized  by  community  health  centers,  rang- 
ing from  university  centers  through  governmental 
units  to  strictly  voluntary  associations  collabor- 
ating with  voluntary  general  hospitals.  Staff 
funding  varies  just  as  widely  using  state,  county 
and  city  tax  monies,  fees  for  service  and  health 
insurance  payments  depending  upon  local  situa- 
tions. Two  voluntary  centers  derive  their  largest 
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income  from  fees  for  service,  one  other  operates 
largely  through  insurance.  The  point  is  that 
these  centers  can  be  operated  successfully  from 
a financial  standpoint,  yet  it  has  been  this  con- 
cern for  finances,  I believe,  that  has  kept  us 
from  establishing  them  in  our  state.  When  we 
fully  realize  what  the  community  mental  health 
center  really  means  in  dollar  savings  and  rapid 
rehabilitation  and  preventitive  psychiatry,  we 
will  join  forces  and  start  not  one  but  three  in 
our  state,  serving  north,  south  and  central  Ari- 
zona respectively. 

Our  steering  committee  urged  planning  for 
a residential  treatment  center  for  emotionally 
disturbed  children.  This  we  needed  yesterday, 
having  spent  thousands  of  dollars  of  state  funds 
for  out-of-state  treatment  for  these  youngsters. 
What  reading  I have  been  able  to  do  in  the 
area  of  child  psychiatry  has  suggested  that  it  is 
still  in  its  childhood  with  a long  road  ahead  to 
any  sort  of  maturity.  Oue  thing  we  can  do  in 
Arizona,  in  a restricted  sense,  is  to  support 
William  P.  Reilly,  president  of  the  Board  of 
Directors  of  State  Institutions  for  Juveniles,  in 
his  plans  for  an  intermediate  institution  for  the 
rehabilitation  of  delinquent  boys.  This  will  be 
considered  by  our  state  legislature  this  month 
— January  — and  is  one  of  the  most  solidly 
thought  out  projects  in  child  mental  health  I 
have  encountered.  Its  potential  is  unbounded, 
its  value  inestimable.  I personally  urge  everyone 
to  study  this  plan  and  to  give  it  his  strongest 
support,  and  I earnestly  hope  our  legislators 
will  carry  it  to  full  fruition. 

One  of  the  last  recommendations  of  our  task 
force  was  that  the  Arizona  Medical  Association 
and  other  interested  groups  urge  our  Arizona 
legislature  to  establish  an  independent  Depart- 
ment of  Mental  Health  to  insure  the  most  effec- 
tive utilization  of  mental  health  funds  provided 
by  the  legislature.  This  has  received  much 
thought  and  discussion  in  many  circles  and  is 
controversial  in  its  details.  The  professional  com- 
mittee of  ARM  A this  year  has  reaffirmed  a 
similar  stand  to  be  presented  for  consideration 
by  the  Board  of  Directors. 

Looking  at  the  total  mental  health  problem 
in  Arizona  this  concept  seems  to  represent  a 
most  important  step  in  long  range  planning,  for 
the  splintering  existent  in  our  state  level  effort 
is  the  greatest  impediinent  to  progress  in  this 
area  of  health  endeavor.  Fully  cognizant  of  the 
pros  and  cons,  and  particularly  the  cons,  a 
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newly  conceived  Division  of  Mental  Health 
within  the  framework  of  the  Department  of 
Public  Health  appears  to  be  one  fitting  solution. 
This  division  would  direct  the  professional  and 
fiscal  policies  of  all  public  mental  health  facili- 
ties in  the  state  and  provide  minimum  standards 
for  private  facilities.  This  will  involve  great 
adjustments  and  cooperation  and  understanding 
by  our  leaders,  but  the  ultimate  good  for  the 
mentally  ill,  young  and  old,  will  far  outweigh 
any  sacrifices  any  single  person  or  group  might 
need  to  make.  Change  is  feared  by  many,  a 
challenge  to  others.  We  should  seek  out  the 
altruism  in  our  dedicated  citizenry  and  accept 
the  challenge. 

All  of  this  is  important.  All  of  this  affects  the 
lives  of  every  one  of  us,  more  intimately  than 
we  often  realize.  All  of  this  is  essential  for  the 
future.  All  of  this  revolves  around  psychiatry, 
which  has  come  of  age  largely  because  of  a 
little  pill,  an  ataractic,  which  we  have  not  even 
mentioned  because  there  is  so  much  to  be  said 
about  its  effects,  truly  world  wide,  and  there- 
fore no  space  for  it  itself. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


A DOCTOR'S  RESOLUTION; 

I RESOLVE  that  during  tlie  coining  year  I will  suggest  the 
Budget  Plan  for  Health  to  my  patients  no  matter  what 
their  income  status.  My  past  experience  has  shown  that 
both  low  and  high  income  patients  prefer  to  pay  their 
bills  in  monthly  payments.  The  Budget  Plan  for  Health 
gets  me  my  money  quickly,  cutting  down  billing  ex- 
pense . . . collection  expense  and  provides  a means  for 
my  patients  to  meet  their  obligation  to  me  through 
monthly  payments  at  bank  rate  of  interest.  Through 
past  experience,  I have  learned  that  my  patients  appre- 
ciate my  thoughtfulness  in  suggesting  the  Budget  Plan 
for  Health  as  it  provides  an  easy  way  for  them  to  pay 
me  without  putting  a burden  on  their  budget.  I know, 
too,  that  when  they  go  to  M & D for  their  loan  they 
will  be  handled  the  way  I would  handle  them  . . . 
courteously,  sympathetically. 

HA\TNG  RESOLVED  to  suggest  the  Budget  Plan  for  Health 
to  my  patients,  I know  that  during  the  coming  year  my 
practice  will  grow  because  A PAID  PATIENT  IS  A 
SATISEIED  PATIENT  AND  MY  BEST  PRACTICE 
BUILDER. 

I.  M.  KINDLY,  M.D. 


First  Sf-reef-  at  Willetta  • 
505  North  Alvernon  • 

456  North  Country  Club  Drive 


Phoenix 
Tucson 
• Mesa 


258-7755 

327-4524 

964-5668 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B|  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

1 0 mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  65  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B i 2 Crystal  line 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder  " 

jars  of  30  (one  month's  supply) 
(three  months'  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 
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1,418  ASSISTANT  EDITORS 

Robert  F.  Lorenzen,  M.D. 

Editor 


Those  of  us  serving  on  the  regular  editorial 
staff  of  Arizona  Medicine  constantly  seek  ways 
to  improve  your  Journal.  This  month  we  need 
your  active  assistance  in  this  endeavor. 

We  are  asking  each  of  more  than  1,418  mem- 
bers of  the  State  Association  to  be  assistant  edi- 
tors for  January.  We  need  your  opinion  as  ex- 
pressed in  the  survey  sheet  on  the  following 
page.  Please  fill  it  out  and  mail  it  to  us  within 
ten  days  after  receiving  this  issue. 

The  information  obtained  will  help  us  in  judg- 
ing the  type  of  original  article  to  accept  and 


solicit.  It  will  guide  us  in  the  selection  of  special 
features  for  your  enjoyment  and  it  will  enable  us 
to  attract  more  and  better  advertising. 

In  recent  years  governmental  pressures  on  the 
drug  industry  have  extended  almost  to  the  point 
of  politically  inspired  harassment.  You  can  help 
offset  the  effects  on  our  journal  of  lower  adver- 
tising revenue  by  taking  a minute  to  complete 
our  survey. 

Please  sharpen  your  pencils;  with  the  con- 
tinued help  of  all  wlro  practice  medicine  in 
Arizona  we  can  publish  a better  Arizona  Medi- 
cine. 


ARIZONA  MEDICINE 
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“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  ihe  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Altliough  the  Editors  by  to  catch'  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 

contributed  exclusively’  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publicabon.  Every  effort  will  be  made  to  return  un- 
used manuscripts.  . . 

5.  The  Journal  reserves  the.  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the.  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 
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with  CODEINE  gr.  l/2 
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CAUTION, 
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aw  prohibits 
prescription. 
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DOCTOR:  WE  URGENTLY  NEED  YOUR  OPINION! 


IT  IS  OF  CONSIDERABLE  IMPORTANCE  TO  YOUR  JOURNAL  THAT  THE  FOLLOWING  QUESTIONNAIRE  BE 
COMPLETED.  REMOVED  FROM  YOUR  JOURNAL  AND  MAILED  TO  YOUR  STATE  MEDICAL  SOCIETY  AS  SHOWN  BE- 
LOW, WE  URGE  YOU  TO  TAKE  JUST  A MOMENT  FOR  THIS  TASK,  WITH  THE  ASSURANCE  THAT  YOUR  EFFORT 
WILL  HELP  US  PRODUCE  A BETTER  JOURNAL  FOR  YOU. 


1.  MY  CHIEF  PROFESSIONAL  INTEREST  IS 
GENERAL  PRACTICE  ( ) OR  SPECIALTY 


2. 


I RATE  THE  ORIGINAL  SCIENTIFIC  ARTICLES  IN 

( ) Excellent 


ARIZONA  MEDICINE  AS. 
( ) FAIR 


( ) POOR 


3.  I READ  THE  PHARMACEUTICAL  ADVERTISING  IN  THE  JOURNAL: 

( ) REGULARLY  ( ) SOMETIMES  ( ) RARELY 


4.  I HAVE  REFERRED  TO  THE  LOCAL  ADVERTISING  IN  THE  JOURNAL: 

( ) OFTEN  ( ) SOMETIMES  ( ) NEVER 

5.  PLEASE  GIVE  THE  NAME  OF  ONE  LOCAL  SERVICE,  FIRM  OR  INSTITUTION  (PROFESSIONAL  OR  COMMERCIAL) 
WHICH  YOU  HAVE  REFERRED  TO,  OR  PURCHASED  FROM,  AS  A RESULT  OF  SEEING  ITS  ADVERTISING  IN  YOUR 
JOURNAL: 


r 

M 


6.  PLEASE  LIST  THE  PROFESSIONAL  JOURNALS  YOU  READ  IN  ORDER  OF  PREFERENCE.  (YOU  MAY  SHOW  YOUR 
OPINION  OF  YOUR  STATE  MEDICAL  JOURNAL  BY  ITS  POSITION  ON  THIS  LIST.) 

1.  4. ^ 

2.  5. 


3. 


6. 


7.  WHEN  EXAMINING  YOUR  JOURNAL  DO  YOU  MORE  OFTEN  READ 
PAPERS  BY  AUTHORS  OR  FROM  HOSPITALS  WITH  WHICH  YOU 
ARE  PERSONALLY  FAMILIAR,  THAN  ARTICLES  FROM  OTHER 
SOURCES? 


C/3 


8.  WHAT  FEATURES  DO  YOU  LIKE  BEST 
IN  YOUR  JOURNAL?  


9.  WHAT  DO  YOU  LIKE  LEAST? 

lO.  WHAT  IS  MISSING  THAT  YOU  WOULD  LIKE  ADDED? 

PLEASE  TEAR  OUT  AND  RETURN  TO: 

ARIZONA  MEDICINE 
P.O.  BOX  128 

SCOTTSDALE,  ARIZONA  85252 


“Gesundheitr’ 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

^EMPRAZIL 


I® 


Each  layered  tablet  contains; 


TABLETS 


‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 


‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 


Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 
‘EMPRAZIL-C’®  tablets 


Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 
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Resolution  No.  16,  introduced  and  passed 
by  the  assembled  members  of  the  Arizona 
State  Medical  Association  at  their  annual  meet- 
ing in  May  1964,  urged  the  support  of  all  mem- 
bers of  the  Association  for  the  College  of  Medi- 
cine which  is  to  be  developed  at  the  University 
of  Arizona.  Therefore,  it  may  seem  like  old 
business  to  pose  the  question  “should  Arizona 
have  a medical  school?”  Yet,  many  individual 
members  of  our  profession  have  indicated  that 
they  are  not  persuaded  that  a “yes”  response  to 
this  question  is  appropriate  at  this  time.  Their 
reasoning  is  that  a sufficient  number  of  doctors 
have  moved  into  our  state  to  provide  a proper 
level  of  medical  care  for  our  citizens  and,  there- 
fore, the  expense  of  a program  of  medical  edu- 
cation cannot  be  justified  at  this  time.  Since  the 
decision  to  develop  a medical  school  was  made 
by  the  Regents  several  years  ago,  we  have  not 
felt  it  necessary  to  take  a partisan  view  with  re- 
gard to  those  factors  which  serve  as  a back- 
ground to  this  question.  On  the  other  hand,  be- 
fore any  steps  can  be  taken  to  organize  a medi- 
cal school,  we  felt  that  our  understanding  would 
be  greatly  improved  by  considering  this  question 
in  terms  of  the  current  situation  in  medicine  in 
our  state. 

Although  the  spectacular  scenery  which  greets 
the  eyes  of  our  visitors  is  a fine  prop  for  our 
tourist  industry,  it  is  our  warm  and  dry  climate 
that  apparently  induces  many  people  to  stay. 
In  fact.  The  Arizona  Development  Board  esti- 
mates that  one  person  of  every  four  who  takes 
up  residence  in  our  state,  does  so  for  health- 
related  reasons.  Since  no  other  state  can  point 
to  health  as  responsible  for  25  percent  of  the 
gross  state  product,  it  seems  entirely  fitting  that 
we  should  recognize  our  uniqueness  by  having  a 
school  which  is  dedicated  to  edueation  and  re- 
search in  the  health  sciences.  Further,  we  should 
use  it  to  build  upon,  as  an  investment,  in  the 
same  way  that  Florida  builds  marinas  and  Ver- 
mont, ski-lifts. 

Our  Arizona  sons  and  daughters  who  want  to 
make  a career  for  themselves  in  the  field  of 
medicine  have  had  no  choice  but  to  leave  our 
home  state  in  order  to  do  so.  The  future  engi- 
neers don’t  have  to;  neither  do  the  pharmaeists, 
architects,  nurses,  artists,  lawyers,  accountants, 
economists,  farmers,  teachers,  astronomers, 
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chemists  — you  name  it.  We  have  risen  to  our 
responsibilities  in  these  areas  by  providing  edu- 
cation in  these  fields.  By  not  having  done  this 
in  medicine,  we  have  lost  over  400  of  our  young 
men  and  women  in  the  last  decade.  And  this 
number  doesn’t  even  include  those  who  wanted 
to  study  medicine  but  lost  out  to  students  in 
other  states  who  necessarily  received  a higher 
priority  for  admission  into  their  own  schools. 

Medical  talent,  like  must  of  our  other  scienti- 
fic talent,  really  constitutes  a national  “pool.” 
The  members  of  this  “pool”  have  always  been 
free  to  migrate,  change  their  way  of  life,  and 
even  their  method  of  practice  if  they  wished  to 
do  so.  Similarly,  medical  science  and  medical 
knowledge  do  not  recognize  geographic  borders. 
Smallpox  vaccination  is  as  valid  in  Eastern  Asia 
as  it  is  in  Canada;  and  polio  vaecine  is  just  as 
good  in  Ohio  as  it  is  in  New  Mexico.  Cancer  is 
not  a regional  problem.  For  many  decades  the 
hub  of  new  knowledge  in  medicine,  as  well  as 
the  well-spring  of  the  pool  of  medical  talent,  has 
been  the  college  of  medicine.  In  the  United 
States,  42  of  the  50  states  have  recognized  this 
by  meeting  their  fair  share  of  the  obligation  to 
insure  that  it  continues  this  way.  In  seven  of  the 
remaining  eight  states,  it  seems  highly  unlikely 
that  the  population  base  or  resources  could  sup- 
port a medical  school  during  the  foreseeable 
future.  This  leaves  Arizona.  Ours  is  the  only 
state  with  a population  in  excess  of  one  million 
people  that  does  not  have  a medical  school 
within  its  borders;  and  it  would  appear  that  we 
may  have  two  million  before  long!  In  view  of  our 
local  heritage,  and  our  zeal  for  solving  our  own 
problems,  it  would  become  increasingly  difficult 
to  justify  letting  other  states  train  our  doctors  for 
us. 

There  are  other  reasons,  of  eourse,  to  justify  a 
“yes”  answer  to  the  question  “should  Arizona 
have  a medical  school?”  They  don’t  need  to  be 
stated.  The  deeision  has  been  made.  Many  in- 
dividual members  of  our  profession  gave 
thoughtful  and  inspired  leadership  in  working 
toward  an  appropriate  solution.  We  all  hope  it 
will  be  supported  — unanimously. 


January,  1965 


53 


What’s  new  at  Geigy?  Regroton,  Doctor. 
For  high  blood  pressure. 


Certainly.  Regroton  has  outperform 
other  combinations. 


What’s  the  dosage? 


Just  one  tablet  with  breakfast 


Sounds  ideal! 


That’s  what  they  say. 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 weeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 

Regroton* 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare 
purpura,  urticaria,  and  weakness. 

For  full  details, see  the  complete  prescribing 
information. 

“the  ideal  treatment  for 
most  patients  with  moderately 
severe  hypertension’’* 


Avaifabiiity:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfa 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.;  The  value  of  chlorthalidone  pli 
reserpine  in  moderately  severe  and  severe  hyf 
tension:  A two  year  study.  Presented  at  the  7tb 
Inter-American  Congress  of  Cardiology,  Montt 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3268 
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In  Memoriam 


LOUIS  G.  JEKEL,  M.D. 
1908-1964 


Louis  G.  Jekel,  M.D.,  56,  died  November  18, 
1964  of  heart  failure  with  an  aortic  valve  lesion 
considered  to  be  rheumatic  origin.  He  worked 
at  his  office  until  shortly  before  his  death  but 
had  had  increasing  evidence  of  cardiac  insuf- 
ficiency for  several  months. 

Louis  was  born  in  St.  l^ouis,  Missouri,  on 
July  5,  1908,  and  was  graduated  from  Washing- 
ton University  in  1934,  with  both  a B.A.  and 
M.D.  degree.  His  internship  and  specialty  train- 
ing were  at  Barnard  Skin  and  Cancer  Hospital 
and  he  started  practice  in  Phoenix  in  1938. 

In  addition  to  the  Maricopa  County  Medical 
Society  and  the  Arizona  State  Vledical  Asso- 
ciation, as  well  as  the  American  Medical  Asso- 
ciation, he  participated  actively  in  the  American 
Academy  of  Dermatology  and  the  Pacific 
Dermatological  Association.  He  sparked  the 
formation  of  the  Southwestern  Dermatological 
Society  and  was  its  president  for  five  years.  Also 
in  1942  he  became  a member  of  the  Society  of 
Investigative  Dermatology.  He  prized  his  mem- 
bership in  the  American  College  of  Physicians 
since  1955.  In  1958  he  was  elected  president  of 
the  Southwestern  Medical  Society. 

During  all  of  his  professional  life,  his  physical 
activities  had  to  be  restricted  but  he  did  not 
permit  his  handicap  to  interfere  in  participating 
enthusiastically  in  a few  selected  projects.  He 
was  fond  of  guitar  and  mandolin,  playing  for 
the  pleasure  of  a few  close  friends,  and  his  record 
collection  reflected  a fondness  for  folk  music. 
Trout  fishing  in  lower  Oak  Creek  gave  him 
much  relaxation.  For  many  years  the  Jekels 
owned  a ranch  cabin  there  and  he  enjoyed  the 
weekends  with  the  family  during  the  summer 
months. 

Louis  was  devoted  to  the  Phoenix  Clinical 
Club,  which  he  served  as  secretary  from  1946. 
In  October  of  1964,  he  gave  a scholarly  presen- 
tation on  a subject  outside  his  specialty,  and 


he  believed  that  clinical  study  groups  have  a 
vital  place. 

Another  natural  and  special  interest  was 
medical  history  which  resulted  in  the  formation 
of  the  Phoenix  Medieal  History  Society  in  1959, 
which  he  presided  over  for  three  years  of 
quarterly  meetings.  He  had  great  respect  for 
medical  men  of  the  past  who  had  overcome  the 
obstacles  of  their  time  to  make  contributions 
to  the  body  of  medical  knowledge  and  the  fact 
that  it  is  often  lost  and  rediscovered  intrigued 
him.  His  paper  on  Navajo  medicine  showed  how 
heavily  the  medicine  man  of  the  tribe  relied 
on  psychology  and  time  in  their  ministrations, 
the  service  to  the  Navajo  family  being  to  lift 
responsibility,  and  that  this  load  lifting  idea  is, 
and  will  always  be,  a prominent  part  of  the 
physician’s  opportunity.  The  incantations  and 
chants  had  a definite  specialization  and  of  the 
seven  chants  or  specialties,  few  medicine  men 
mastered  more  than  three. 

Dr.  Jekel’s  wife,  Margaret,  will  remain  in 
Phoenix  and  Louis  Jr.  will  follow  a law  career, 
planning  to  graduate  from  the  University  of 
Arizona  in  1966.  Daughter,  Judith,  is  teaching 
at  California  State  College  at  Long  Beach.  Vir- 
ginia is  married  to  Charles  Bartlett,  who  is 
finishing  his  major  study  of  agriculture  at  Ari- 
zona State  University,  and  will  move  to  a ranch 
near  Santa  Barbara. 

The  high  esteem  with  which  Dr.  Jekel  was 
regarded  by  his  confreres  was  due  to  many 
qualities,  not  the  least  of  whieh  was  high  pro- 
fessional standards.  For  many  of  us  it  was  his 
apparent  sympatico  personality,  a compound  of 
humor,  intelligence,  and  interest. 

He  was  particularly  interested  in  ARIZONA 
MEDICINE  serving  both  as  assistant  editor  and 
associate  editor  for  dermatology,  a position  he 
held  at  the  time  of  his  death. 
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THREATS  TO  /THE, 
BATTLE  AGAINST 
DISEASE 

A generation  ago  if  a child  went  to  bed  with 
a croupy  cold  the  mother  lay  awake  worrying 
about  the  all-too-likely  possibility  of  lobar  pneu- 
monia. If  this  developed,  a child  might  drown 
from  congestion  of  the  lungs  or  he  might  die 
from  secondary  infections.  A third  of  the  chil- 
dren who  contracted  the  disease  did  die. 

Today,  broad-spectrum  antibiotic  capsules  — 
costing  about  the  price  of  two  tanks  of  gasoline 
— bring  a quick  cure  in  24  out  of  25  pneumonia 
cases. 

Pneumonia  isn’t  the  only  killer  brought  to  heel 
by  modern  drugs.  According  to  a Federal  Trade 
Commission  report,  death  rates  from  tubercu- 
losis, syphilis,  dysentery,  scarlet  fever,  diphtheria, 
whooping  cough  and  meningitis  decreased  56 
percent  in  the  first  decade  antibiotics  were  in 
use  in  this  country. 

One  would  suppose  that  the  American  drug 
industry,  which  made  such  blessings  possible, 
would  be  showered  with  gratitude.  But  since  the 
late  Sen.  Estes  Kefauver  conducted  his  famous 
drug  hearings  four  years  ago,  demands  have  been 
mounting  for  drastic  “reforms.”  Drug  manufac- 
turers are  depicted  as  greedy  profiteers  needless- 
ly overcharging  the  public. 

One  proposal  gaining  strength  in  Washington 
would  require  the  licensing  of  all  drug  discover- 
ies to  the  trade.  A manufacturer  would  be  free  to 
spend  millions  to  find  and  test  a new  medicine. 
But  then  after  just  three  years  — perhaps  before 
he  had  recovered  his  costs  from  sales  — he  would 
have  to  turn  over  his  patent  and  processes  to 
virtually  all  comers.  They  could  then  sell  the 
medicine  for  barely  more  than  the  cost  of  the 
raw  materials,  since  the  discoverer  would  have 
paid  all  the  bills  for  research  and  development. 

Another  proposal  being  pushed  in  Congress  as 
a boon  for  consumers  would  eventually  make 
doctors  write  prescriptions  generically;  that  is,  a 
doctor  would  specify  the  medicine  for  his  patient 
by  chemical  name  rather  than  brand  name,  and 
the  druggist  would  decide  what  brand  to  supply. 

But  two  drug  preparations  having  the  same 
active  chemical  ingredients  may  differ  signifi- 
cantly. A doctor  would  not  give  a pill  with  a 


sugar  base  to  a diabetic,  or  one  containing  a salt 
to  certain  heart  patients.  Under  the  generic  pro- 
posal the  druggist  might.  Further,  though  there 
are  good  generic  drugs  on  the  market,  there  also 
are  many  off -brand  drugs  which  the  druggist  can 
buy  cheap  — pills,  for  example,  so  improperly 
coated  that  they  never  dissolve  in  the  system. 
Under  the  generic  proposal  the  druggist  could 
fill  a prescription  with  these,  and  no  one  would 
be  the  wiser. 

Patent  Pirates.  To  its  credit.  Congress  has 
resisted  both  proposals.  But  the  Defense  Depart- 
ment, the  Veterans  Administration  and  some  city 
governments  are  behaving  in  a peculiar  way. 
They  are  buying  drugs  from  unlicensed  Italian 
manufacturers  in  deliberate  disregard  of  U.S. 
patent  rights.  The  action  is  justified  on  the 
ground  that  Italian  drugs  are  cheaper.  They 
have  good  reason  to  be.  Not  only  are  Italian 
drug  manufacturers  exempt  from  U.S.  corporate 
income  taxes  and  from  U.S.  minimum  wages 
(American  drug-industry  wages  start  at  $1.45 
an  hour  versus  37  cents  in  Italy),  but  Italy  has 
no  patent  law  applicable  to  drugs.  There  was 
such  a law  until  1939,  when  Mussolini  abolished 
it.  Since  then  Italians  have  not  originated  one 
new  medicine  of  significance. 

Instead,  Italian  manufacturers  obtain  the 
latest  samples  of  American  or  other  patent- 
protected  drugs,  have  them  analyzed,  then  copy 
and  sell  them  throughout  the  world.  Some  Italian 
companies  even  steal  the  manufacturing  process. 
In  a recent  case  decided  in  a New  York  court, 
six  Italian  companies  were  named  as  paying 
$100,000  or  more  each  to  have  spies  procure 
secret  antibiotic-processing  data  from  American 
Cyanamid  Company’s  Lederle  Laboratories  — 
and  even  actual  starter  cultures  of  microbes  for 
reproducing  Lederle’s  patented  antibiotics. 

Riding  Coattails.  To  find  out  how  a reputable 
U.S.  drug  company  sees  these  disturbing  devel- 
opments, I recently  toured  Lederle  Laboratories’ 
headquarters  at  Pearl  River,  N.Y.  Here  Lederle 
invests  a substantial  portion  of  its  income  — 
eight  percent  of  its  gross  income,  18  million 
dollars  last  year  — in  research  to  find  new 
medicines.  When  Lederle  scientists  do  find  one, 
they  follow  with  costly  clinical  tests  to  learn 
about  side  effects,  when  the  drug  should  and 
should  not  be  used,  and  at  what  dosages.  Then 
then  must  establish  the  standards,  specifications 
and  tests  by  which  outsiders,  including  the 
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U.S.  Food  and  Drug  Administration,  will  be 
able  to  judge  the  (luality  of  the  medicine. 

“At  this  stage.”  says  general  manager  Dr. 
Robert  Parker,  “the  copier  reads  our  published 
scientific  findings.  He  has  no  research  e.xpense, 
no  clinical  testing  expense,  only  as  much  quality- 
control  expense  as  he  feels  he  has  to  ha\e  to 
get  by,  and  little  or  no  selling  expense  because 
he  is  selling  against  an  established  medicine  on 
the  basis  of  price  only.  The  copier  poses  as  a 
great  public  benefactor.  Actually  he  is  only 
riding  our  coattails.” 

On  its  record  Lederle  rates  high  on  the  list 
of  drug  innovators.  Founded  nearly  60  years 
ago  by  the  late  Dr.  Ernst  J.  Lederle,  onetime 
New  York  City  public-health  officer,  the  com- 
pany brought  out  the  first  refined  diphtheria 
antitoxin  in  1906,  later  de\eloped  antitoxins  for 
scarlet  fever  and  gas  gangrene.  In  the  early 
1930’s  it  re\’olutionized  the  treatment  of  anemia 
by  bringing  out  the  first  injectible  liver  extract. 
It  learned  how  to  purify  antitoxins  to  minimize 
side  effects.  In  1937  it  marketed  the  first 
pneumonia  serums  effective  against  specific 
types  of  pneumonia  germs. 

Pinch  of  Earth.  In  the  1940’s,  Lederle  scien- 
tists set  out  to  discover  an  even  better  antibiotic 
than  penicillin.  They  isolated  and  analyzed 
700,000  micro-organisms  obtained  from  soil 
samples  collected  around  the  world.  In  a pinch 
of  earth  from  a Missouri  alfalfa  field  they  found 
a microbe  which  produced  a chemical  with 
many  times  the  germicidal  power  of  penicillin 
and  effective  against  five  times  as  many  disease 
germs  — Aureomycin,  from  which  have  descend- 
ed all  but  one  of  the  world’s  present  broad- 
spectrum  antibiotics. 

The  Lederle  sulfadiazine  tablets  that  every 
soldier  carried  in  World  War  II  so  reduced 
infection  from  wounds  that  a wounded  American 
reaching  a first-aid  station  had  twice  the  chance 
of  survival  of  one  wounded  in  World  War  I. 
Since  the  war,  Lederle’s  scientists  have  devel- 
oped a dozen  other  successful  drugs. 

In  return  for  developing  these  lifesaving  drugs, 
Lederle  takes  a profit  of  six  to  eight  cents  of  the 
dollar  consumers  pay  at  the  drugstore.  Taxes 
and  the  costs  of  research,  manufacturing  and 
distribution  take  43  cents.  The  expenses  of 
wholesaler  and  retailer  take  49. 

Monkeys  and  Computers.  A visit  to  the  Led- 
erle labs  is  a step  into  the  world  of  science 
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fiction.  In  acres  of  campus-like  buildings  one 
may  follow  the  process  by  which  new  medi- 
cines are  developed,  from  the  white-coated 
scientist  bending  o\er  his  test  tubes  to  the 
immaculate  rooms  where  drugs  are  compounded 
and  packaged. 

Before  a new  ding  is  considered  effective  and 
safe,  Lederle  tests  it  out  at  six  stages.  The  first 
tests  range  from  small  animals  through  larger 
animals  to  company  volunteers.  Then  there  are 
experiments  supervised  by  medical  schools,  and, 
finally,  tests  by  private  physicians.  Cebus  mon- 
keys and  computers,  for  example,  are  teamed 
in  one  stage  to  measure  the  effects  of  tran- 
quilizers on  memory  and  other  mental  abilities. 
The  monkeys  are  fed  about  two-thirds  of  the 
calories  they  normally  require.  To  earn  the 
remainder,  a monkey  must  go  to  a compartment 
where  symbols  flash  on  and  off  on  a panel 
equipped  with  three  levers.  By  trial  and  error, 
and  natural  curiosity,  the  monkey  learns  that  if 
he  sees  a particular  symbol  and  waits  ten  sec- 
onds to  push  the  lever  under  it,  a goody  will  roll 
down  into  a cup.  As  he  catches  on,  the  computer 
operating  the  lights  notes  the  improvement  in 
his  score  and  feeds  him  the  symbols  faster. 

One  monkey  named  Charlie  would  be  a sen- 
sation in  a pinball  arcade.  When  the  computer 
speeds  up,  Charlie  rests  a hand  on  each  of  the 
two  outside  levers  and  nonchalantly  operates 
the  center  lever  with  his  tail.  He  gets  minute 
measured  quantities  of  new  tranquilizers  being 
tested.  The  computer  records  the  slowing  of 
Charlie’s  reactions  as  he  takes  more  of  a tran- 
quilizer. With  the  proper  correction  for  body 
weight,  the  scientist  reading  the  computer  tape 
gets  an  indication  of  how  much  of  tran(]uilizer 
“X”  a housewife  could  take  before  she  would 
forget  to  start  dinner. 

Added  Years.  In  another  laboratory  I found 
researchers  huddled  over  a chart  showing  the 
effect  of  an  experimental  anti-cancer  drug.  Re- 
peated experiments  with  breast  tumors  in  mice 
had  shown  that  this  drug  would  prolong  the 
average  mouse’s  life  90  days  over  that  of  an 
untreated  mouse  and  50  days  over  that  of  a 
mouse  getting  the  best  anti-breast-cancer  drugs 
currently  in  use.  If  the  drug  should  prove  equally 
effective  in  people,  and  at  the  same  time  safe, 
it  could  mean  adding  four  more  years  to  the 
life  expectancy  of  many  cancer  patients,  a day 
to  a mouse  being  roughly  equal  to  a month  to 
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a human  being.  Lederle  began  the  cancer- 
chemotherapy  search  more  than  20  years  ago, 
and  has  spent  ten  million  dollars  on  it  — with, 
to  date,  negligible  financial  return. 

What  would  be  the  effect  upon  research- 
minded  drug  manufacturers  like  Lederle  if  advo- 
cates of  compulsory  licensing  and  compulsory 
generic  prescribing  win  their  present  battle  in 
Washington? 

“Obviously,”  says  Dr.  Parker,  “if  a drug  dis- 
coverer cannot  have  exclusive  use  of  his  findings 
long  enough  to  recover  his  costs  out  of  sales, 
if  doctors  are  prevented  from  asking  for  our 
products  by  name,  you  can  forget  about  re- 
search. No  company  could  afford  to  keep  it  up.” 

Next  Chapter.  Reporters  are  not  supposed  to 
have  opinions.  But  as  I listened  to  Dr.  Parker 
my  thoughts  went  back  to  the  winter  of  1935-36 
at  the  University  of  North  Carolina.  One  student 
in  the  college  infirmary  happened  to  have  a 
type  of  pneumonia  for  which  Lederle  was  just 
then  developing  a serum.  The  serum  was  still 
highly  experimental;  its  use  involved  risks  not 
fully  known. 

The  student  was  going  fast.  With  the  family’s 
permission.  Dr.  Edward  Hedgpeth,  the  univer- 
sity’s director  of  health  services,  phoned  Lederle 
Laboratories,  where  the  svv^itchboard  is  open  24 
hours  a day,  requestmg  a supply  of  the  serum. 
A vial  was  flown  to  Greensboro,  N.C.,  then 
raced  over  icy  roads  to  the  infirmary  at  Chapel 
Hill. 

Lederle  had  warned  the  doctor  that  there 
might  be  an  allergic  reaction.  The  doctor  injected 
the  serum,  waited  for  the  reaction  and,  when  it 
came,  shot  in  adrenalin.  The  anti-bodies  pro- 
duced in  the  blood  of  Lederle  rabbits  caught 
hold  immediately.  A week  later  the  student  had 
nearly  recovered. 

I was  that  student.  Somehow  I cannot  help 
thinking  that  any  threat  to  American  drug  com- 
panies like  Lederle  is  a threat  to  everybody  like 
me  who  wants  to  be  around  for  the  next  chapter 
in  the  conquest  of  disease. 

By  James  Daniel 

Reprinted  from  the  October,  1964  issue  of  the  Reader’s  Digest 


FROGS  AND  FREEDOM 

There’s  an  old  story  that  says  you  can’t  kill  a 
frog  by  dropping  him  in  boiling  water.  He  re- 
acts so  quickly  to  the  sudden  heat  that  he  jumps 
out  before  he’s  hurt.  But  if  you  put  him  in  cold 
water  and  then  warm  it  up  gradually,  he  never 


decides  to  jump  till  it’s  too  late.  By  then  he’s 
cooked. 

Men  are  just  as  foolish.  Take  away  their  free- 
dom overnight  and  you’ve  got  a violent  revolu- 
tion. But  steal  it  from  them  gradually  (under  the 
guise  of  “security,”  “peace,”  or  “progress”)  and 
you  can  paralyze  an  entire  generation.  Look  at 
the  income  tax.  It  started  out  at  a harmless 
sounding  1%.  It  would  have  been  easy  to  jump 
out  of  water  as  tepid  as  this,  but  like  the  frog, 
we  waited  while  it  climbed  ever  higher.  (Try 
jumping  now! ) 

Worst  of  all,  we  never  learn.  Even  today  we 
cannot  believe  that  Medicare  is  the  same  warm 
water  that  will  one  day  boil  us  in  Socialized 
Medicine.  We  see  no  connection  between  farm 
price  supports  and  Nationalized  Agriculture.  And 
if  we  draw  a parallel  between  subsidized  teach- 
ers’ pay  and  federal  control  of  education,  we  are 
called  “extremist.” 

The  tragedies  of  history  are  always  repeated 
by  those  who  refuse  to  learn  them.  To  seek  guid- 
ance from  the  past  is  not  “turning  the  clock  back” 
as  we  are  so  often  told.  It  is  merely  a good  way 
to  keep  out  of  hot  water. 

AAPS  Publishing  Company 


GERMS  HAVE  NO 
CHANCE 

Study  Shows  TMC  Is  Cleaner  Than  Clean 

Tucson  Medical  Center  is  kept  so  clean  germs 
don’t  have  a chance,  a team  of  experts  said  today. 

These  experts  — at  TMC’s  invitation  — have 
just  completed  a special  environmental  study  of 
the  hospital. 

The  hopsital,  through  its  infectious  diseases 
committee,  volunteered  to  be  used  as  a sort  of 
guinea  pig  while  a team  of  U.  S.  Public  Health 
Service  communicable  disease  sleuths  combed 
every  inch  of  the  hospital  to  determine  how  clean 
it  was. 

The  Study,  one  of  three  eonducted  in  the  na- 
tion, gave  observers  from  other  Tucson  hospitals, 
and  county  and  state  health  agencies,  the  oppor- 
tunity of  learning  the  techniques  used  to  guard 
patients  from  healththreatening  bacteria. 

As  a result,  a special  meeting  has  been  called 
by  the  Arizona  State  Health  Department  in  Phoe- 
nix of  representatives  of  Arizona’s  hospitals,  nurs- 
ing homes  and  medical  laboratories  to  encourage 
widespread  use  of  procedures  learned  in  the  sur- 
vey. 
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In  their  efforts  to  determine  what  degree  of 
bacteria  existed  in  TMC,  the  bacteria  hunters: 
(1)  Checked  floors;  (2)  sampled  air;  (3)  check- 
ed into  the  methods  used  by  the  staff  to  main- 
tain cleanliness  while  handling  patients,  linens 
and  materials,  and  (4)  inspected  the  hospital’s 
housekeeping  equipment  for  fighting  germs. 

Out  of  the  study  came  many  significant  facts. 
For  example,  visitors  pose  a threat  to  patients 
by  stirring  room  atmosphere  and  increasing  the 
count  of  bacteria  in  the  air.  “We  learned  in  one 
instance  that  the  presence  of  a visitor  in  a 
patient’s  room  increased  the  bacteria  count  by 
almost  four  times,”  said  Robert  Singleton,  a sani- 
tarian with  the  Pima  County  Health  Department. 

“If  the  visitor  sits  still  and  quietly,  the  bacteria 
will  settle  on  the  ground  where  it  can’t  be 
breathed  by  the  patient,”  he  added. 


Reprints 

The  experts  said  they  had  found  that  TMC’s 
personnel  had  been  well-trained  to  maintain  a 
high  degree  of  cleanliness. 

“We  found  no  pathogenic  (disease-causing) 
bacteria  anywhere  in  the  hospital,”  Singleton 
pointed  out. 

The  inspectors  could  make  only  one  suggestion 
as  to  how  the  hospital  could  improve  conditions. 
They  suggested  that  additional  air  conditioning 
equipment  should  be  installed  in  one  area  only 
to  improve  the  quality  of  the  atmosphere.  (The 
equipment  has  been  installed. ) 

“We  are  naturally  very  proud  of  these  find- 
ings,” said  administrator  Richard  L.  Durbin. 
“Rut  much  of  the  credit  should  go  to  the  staff, 
professional  and  non-professional,  which  has 
done  and  is  doing  such  a good  job.” 

TUCSON  DAILY  CITIZEN 
October  10,  1964 


“BURNS,  TRAUMA,  ATHLETIC  MEDICINE” 

74TH  ANNUAL  MEETING 
APRIL  28,  29,  30  & MAY  1.  1965 


■ Plastic  Eyes  and  Contact  Lenses  ■ Zenith  Hearing  Aids 
■ Distributor  for  Major  Optical  Manufacturers 
■ Complete  line  of  Refractory  Equipment  ■ Office  Planning  and  Layout 


A SIGN  OF  TRUST 


14  E.  Monroe  St. 
ALpine, 8-8928 
2021  N.  Central  Ave. 
252-3242 

4350  N.  Central  Ave. 
AMherst  6-8824 


909  E.  Brill 
252-8904 

218  E.  Stetson  Dr. ( Scottsdale) 
WHitney  6-1711 
Marcus  J.  Lawrence  Clinic 
Cottonwood.  Arizona 


PARK  CENTRAL 

2040  W.  Bethany  Home  Rd. 

274  3193 

550  W.  Thomas  Rd. 

CRestwood  4-5409 

461  W.  Catalina  Dr. 

CRestwood  9-3509 


HOME  OFFICE:  625  E.  Indian  School  Road  . . 264-5666 


PHOENIX  McLEOD  OPTICAL 
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Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  salicylism 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  in  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 

ric  conditions  are  present.  The  potassium  salts  of  Pab.alate-SF  can-  salicylate  and  paba.  Contraindicated:  An 

not  contribute  to  sodium  retention . . .the  enteric  coating  assures  hypersensitivity  to  any  component, 

gastric  tolerance...  and  clinical  experience  shows  that  this  prepara-  a/sq  available:  PABALATE-when  sodium 

tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 

corticosteroids  or  pyrazolone  derivatives.  Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Topics  of  Current  Medical  Interest 


PHARMACEUTICAL 
COMPANIES  HELP 
NEW  COLLEGE 

It  was  recently  annonnced  that  the  Eli  Lilly 
Company  of  Indiana  has  contributed  $25,0(X)  to 
the  College  of  Medicine  at  the  University  of 
Arizona.  This  is  the  third  contribution  by  major 
pharmaceutical  houses  made  since  the  organiza- 
tion of  the  College  of  Medicine  was  started. 
Both  Merck  Sharp  & Dtjhme  Company  and  Smith 
Kline  & French  have  made  substantial  contribu- 
tions. 

Doctor  Kenneth  G.  Kohlstaedt,  Vice  President 
for  medical  research  of  Eli  Lilly  Company,  noted 
the  tremendous  need  for  physicians  and  express- 
ed pleasure  that  the  people  of  Arizona  are  re- 
sponding to  this  need  through  its  new  College 
of  Medicine. 


ARIZONA’S  LOSS  - 
NEVADA’S  GAIN 

The  Arizona  Division  of  the  American  Cancer 
Society  advises  that  James  D.  Barger,  M.D., 
former  Chairman  of  the  Division  Service  Com- 
mittee and  the  Division  Executive  Committee 
moved  to  Las  Vegas,  Nevada.  Dr.  Barger  had 
been  an  Arizona  Division  volunteer  since  1956. 
On  September  28th  the  Arizona  Division  pre- 
sented Dr.  Barger  with  an  engraved  plaque  in 
appreciation  of  his  long  and  faithful  service  to 
the  Division. 


SURGEONS  ELECT 
OFFICERS 

The  Arizona  Chapter  of  the  American  College 
of  Surgeons  elected  Dr.  Rockwell  E.  Jackson 
President  at  their  recent  annual  meeting  in 
Scottsdale.  Dr.  George  Hoffman  of  Mesa  was 
elected  Vice-President  and  Dr.  Delmer  J.  Heim 
was  elected  Secretary-Treasurer.  Continuing  as 
Governor  of  the  Arizona  Chapter  is  Doctor 
Howard  Cogswell  of  Tucson. 


TIME 

TO 

PLAN 

It's  time  to  plan  on  attending  the  74th  Annual 
AAeeting  of  the  Arizona  Medical  Association. 

A great  program  is  in  the  offing. 

April  28th  thru  May  1 , 1 965 
Pioneer  Hotel  — Tucson,  Arizona 


hij  wogic... 


YouTI  think  it’s  sheer  magic 
when  you  see  how  we  create 
new  beauty  out  of  old  jewelry. 
Estimates  and  sketches  fur- 
nished without  obligation. 


^ ^jeweiCRj* 


1604  E.  Camelback  — Phoenix,  Arizona 
Phone  274-7781 
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Future  Medical  Meetings  and  Postgraduate  Education 


ARIZONA  BILTMORE  HOTEL 

Phoenix,  Arizona 


ARIZONA  HEART  ASSOCIATION 

EIGHTH  ANNUAL  CARDIAC 
SYMPOSIUM 


FRIDAY,  JANUARY  29,  1965 

8:15-  9:15  Registration  in  the  Lobby 

9: 1 5-  9:30  Greetings  by  DR.  SAMUEL  J.  GRAU- 
man.  President,  Arizona  Heart  As- 
sociation 

9:30-10:25  The  Use  and  Abuse  of  the  Tech- 
nique of  Cardioversion  — by  DR. 
GILBERT  BLOUNT,  Denver  Colorado 


10:25-10:45  Intermission 


10:45-1  1:40 


11:40-  2:00 
2:00-  2:55 


2:55-  3:50 


3:50-  4:05 
4:05-  5:00 


The  Value  of  Coronary  Arteriogra- 
phy in  the  Investigation  of  Ischemic 
Heart  Disease  — by  DR.  AUBREY 
LEATHAM,  London,  England 
Luncheon 

Progress  in  Cardiac  Surgery  in  Pe- 
diatric Patients  — by  DR.  C.  WAL- 
TON LILLEHEI,  AAinneapol  is,  Minne- 
sota 

The  Patient  with  Coronary  Disease 
as  a Surgical  Risk  — by  DR. 

THOMAS  W.  MATTINGLY,  Wash- 
ington, D.  C. 

Intermission 

Panel  Discussion  — by  GUEST 
SPEAKERS 


SATURDAY,  JANUARY  30,  1965 

8:30-  9:00  Registration  Continued  in  the  Lobby 
9:15-  9:30  Greetings  by  DR.  DAVID  R.  LONG, 
President-Elect,  Arizona  Heart  As- 
Association 


9:30-10:25 


10:25-10:45 
10:45-1  1:40 


11:40-  2:00 
2:00-  2:55 


2:55-  3:50 


3:50-  4:05 
4:05-  5:00 


Results  of  Surgical  Treatment  of 
Cardiac  Disease  in  Adults  — by  DR. 

C.  WALTON  LILLEHEI,  Mi  nneapolis, 

Minnesota 

Intermission 

The  Post-Exercise  Electrocardiogram 

- by  DR.  THOMAS  W.  MATTINGLY, 

Washington,  D.  C. 

Luncheon 

The  Principles  of  Auscultation  Illus- 
trated in  Congenital  Heart  Disease 

- by  DR.  AUBREY  LEATHAM,  Lon- 
don, England 

The  Clinical  Evaluation  of  the  Se- 
verity of  Valvular  Pulmonary  Steno- 
sis - by  DR.  GILBERT  BLOUNT, 

Denver,  Colorado 
Intermission 

Panel  Discussion  — by  GUEST 
SPEAKERS 


LADIES  ACTIVITIES 


FRIDAY,  JANUARY  29,  1965 

10:00  "Ice-Breaker"  Coffee  — Lobby 

12:30  Luncheon  — Fashion  Show, 

Arizona  Biltmore  (Husband's  Expected) 

7-8:00  Cocktail  Party  — Semi-Formal  to  Formal, 
Arizona  Biltmore  Hotel 

8:00  Dinner  — Dancing 


10:00 


SATURDAY,  JANUARY  30,  1965 


Sight  Seeing  and  Luncheon  — Transporta- 
tion Furnished  by  Women's  Committee 


Golf 

Swimming 

Tennis 

Riding 

Bridge 


Available  at  the 
Arizona  Biltmore 


MARICOPA  COUNTY  GENERAL  HOSPITAL  SATURDAY  MORNING 

LECTURE  SERIES 

January  16  — Speaker:  H.  Corwin  Hinshaw,  M.D.,  Ph.  D. 

Clinical  Professor  of  Medicine 
University  of  California  Medical  Center 
Topic:  Current  Trends  in  Treatment  of  Pulmonary  and 

Extra-Pulmonary  Tuberculosis 
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Arizona  Medicine 


’ Directory 


Physicians 

ArMA 


DIRECTORY 
AND  CUSSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  CameJback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N,  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tocson,  Arizona 

Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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Physicians’  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Pharmacy  Directory 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 


PSYCHIATRY 


LEO  RUBINOV/,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


R.  LEi  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


PRESCRIPTIONS  — DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


<^n  iScoitsJale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


FAST  FREE  DELIVERY 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 
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Classified 


Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  • Wickenburg 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


PHYSICIAN  WANTED  in  one  of  the  finest  smaller 
towns  in  Arizona.  Arizona  license  required.  Be- 
ginning salary  $18,000  annually  with  partner- 
ship at  end  of  first  year. 

Reply  Box  64-4,  P.  O.  Box  128, 
Scottsdale,  Arizona 


General  Practitioners  and  Internist  needed  for 
new  Medical  Center  in  fastest  growing  section 
of  Albuquerque  — 30,000  population  per  phy- 
sician at  this  time.  A new  area  with  good  income, 
stable.  Other  physicians  saturated  after  6 months 
practice. 

Reply  Box  64-5,  P.  O.  Box  1 28, 
Scottsdale,  Arizona 


Classified 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


PHYSICIANS  WANTED.  Positions  available  imme- 
diately for  well  qualified  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona. 


Doctor's  Paradise  - Pi  ne,  Arizona,  needs  a 
doctor.  Public  utilities  report  800  meter  readings 
in  area.  New  roads  completely  paved  — short 
cut  to  Phoenix  from  Highway  66.  Colonial  type 
two  story,  three  bedroom,  modern  facilities  on 
main  thoroughfare. 

CALL:  Allen  Jeffries  Realty 
Clint  Johnson,  Agent  — AL  2-6736 
Ellen  Sturgin,  Agent  — 942-3687 


Northwest  Phoenix  — Maryvale  Community 
Hospital  seeking  three  or  four  physicians  to  cover 
emergency  room,  full-time  or  part-time  basis. 
Salary,  plus  benefits.  Contact  Personnel  office 
939-6511,  Ext.  238  or  write  5102  West  Camp- 
bell, Phoenix,  Arizona  85031. 
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Classified 


Index  to  Advertisers 


R.  N.  Anesthetist  needed  to  act  as  admin- 
istrator at  Grand  Canyon  Hospital,  P.  O.  Box  265, 
Grand  Canyon,  Arizona. 

Please  contact  by  letter  or  phone  638-2441 . 


Staff  nurses  needed  for  full-time  work.  If 
interested,  please  contact  by  leter  at  Grand  Can- 
yon Hospital,  P.  O.  Box  265,  Grand  Canyon,  Ari- 
zona or  by  phone  at  638-2441. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


A.  H.  Robins  Co.,  Inc 60 

Ames  Co.,  Inc Inside  Back  Cover 

Baptist  Medical  Center  15 

Blue  Cross/Blue  Shield  17 
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Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 

Additional  information  » /m — «-  y ^ ^ 

available  to  physicians  \ 

upon  request.  Eli  Lilly  /\  %/l  W ' I '/%  I 

and  Company,  India-  / — % W I I I / — % I J 

napoiis  6,  Indiana.  ^ M 1 A m 1 .J  oCcccy 


AMOBARBITAL 


401174 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


extends  horizons 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”='= 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.  and  0.03  Gm. 

*Roseman,  E.:  Neurology  11:912,  1961.  33664 
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ACTINEX 


TABLETS  & 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults/’ ^ 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin/’  ®’ ' 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 


(!)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Path,  E.J.:  The  J.A.M.A.,  Vol.  !63,  No.  15,  April  13,  1957. 
(3)  McGivney,  J.:  Texas  State  Jour,  of  Med.,  Vo!.  51,  No.  I, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Anier.  Ger.  Soc., 
Vol.  II,  No.  3,  Mar.  1963.  (5)  IVeekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Ora!  Stag.,  Anes.  d Hosp.  Dental  Serv.,  J ol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25. 
No.  12,  Dec.  1963. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.;  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  ['/i°/o) 
and  children  in  solutions  of  Vs,  V*  or  1 

per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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THIRTY-FIVE 

YEARS 

CURING  DOCTORS 
CARS 

Loaners  Always 
Available 


TONY  COURY 


525  WEST  MAIN 
MESA.  ARIZONA 


Hygroton® 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygroton® 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 


DIRECTORY  AND 
CLASSIFIED  ADVERTISEMENTS 

Use  this  blank  to  write  your  Classified  Ad 
to  find:  Associates  • Partners  • Employees 
• Practices  • Equipment  • Announce  new 
office  locations,  etc. 

$3.50  FOR  THE  FIRST  FIFTY 
WORDS  OR  LESS;  Sc  FOR  EACH 
ADDITIONAL  WORD  THEREAFTER 


Name  _ 
Address 


CHECK  ONE: 

□ Please  include  my  name  and  address  in  ad 
n Please  assign  a box  number 


Adverf-isemenfs  Will  Be  Accepf-ed 
Thru  the  Tenth  of  the  Month 
Preceding  Date  of  Issue. 
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SCOTTSDALE,  ARIZONA  85252 


First  National  Bank's 
Trust  Department 

OFFERS 


INVESTMENT 


MANAGEMENT 


Your  investment  portfolio  can  be  tailored 
to  your  needs  and  objectives  through  con- 
tinuous professional  management. 

• • • You  may  wish  growth  type  securities. 

• • • Special  income  requirements  may  be 

important. 

• • • Tax  exempt  income  may  be  desirable. 

• • • Changing  income  or  family  situation 

may  require  new  objectives. 

First  National’s  investment  specialists 
will  assist  in  designing  a program  which 
will  meet  your  individual  needs,  and  carry 
out  the  complicated  details  of  investment 
management. 


NATIONAL 

BANK 

OF  ARIZONA 

Complete  Trust  Services  Statewide 

In  Tucson  call  Mr.  William  Coerver,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 

or  contact  your  nearest  office  manager  and  arrange  for 
an  appointment. 
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THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  i (f  DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I | MARCY  L.  SUSSAAAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

11 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE-MARK  ® 


things  go 

better,! 

CoKe 
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CROWN  t 


DANCER  RANCH 


50%  PLUS  TAXPAYERS 

HAVE  A NEED  FOR  LONG 
TERM  CAPITAL  GAINS 
AND  DEPRECIABLE  ASSETS 


PUT  YOUR  TAX  DOLLARS  TO  WORK  NOW,  WHERE  THE  VALUE  IS,  AND  WHERE 
THE  GROWTH  IS  STILL  NEW  ENOUGH  FOR  YOU  TO  GET  IN  ON  THE  GROUND  FLOOR 


jCLooli  j^o$'  \joiif  Lyoclutve  j-font  tire 

rowir  2)  ancev  ^IQanclr  in  the  mail 
write  infonnatioit  ^o  t/ie 

V)  ancer  ^IQanch,  ‘portal  ^^riz. 


rowir 


LARGE  & SMALL  TRACTS  - UNDEVELOPED  LAND 
RETIREMENT  HOMESITES 
CONVENIENT  RECREATIONAL  FACILITIES 


CROWIM^^DANCER  RANCH 
PORTAL,  ARIZONA 


PHONE:  AREA  CODE  602 
558-2210 
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Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 

‘EMPIRIN'COMPOUND 
with  CODEINE  gr.  l/2 


EMPIRIN’Ij 
Compound  Jj 


CAUTiON.—Fgjj^ajJ 
dispensing  tithool^ 

UsuatyDose:  J os 


with 


Codeine  Phosphate,  No.  3 

Each  toblet  conto'ins 

Codeine  Phosphate  (32.4  mg.5  gr.  1/2 


to«h  foblet  contains 

Codeine  Phosphate  (32.4  mg.5  gr.  1/2 
Warning. — May  Be  Habit  Forming 
Phenocetin  ..  gr.  2-1/2 

Aspirin  ...  gr.  3-1/2 

Coffeine  ^ : gr.  :,,.  1/2 


ow  prohibits 
prescription. 


leeded 
D DRY 


BURROUGHS  WELLCOME  & CO 

.(U.S.A.5  Inc.,  Tuckohoe,  N.Y. 
Made  in  U.S.A..  


^EMPIRIN’  COMPOUND  with  CODEINE  gr.1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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members  of  all  committees  unless  otherwise  specified. 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Walter  Brazie,  M.D.,  Chairman  (Kingman) 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
Jr.,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson) 

EXECUTIVE  COMMITTEE:  W.  Albert  Brewer,  M.D.,  Chairman 
(Phoenix) 

GRIEVANCE  COMMITTEE:  William  B.  Steen,  M.D.,  Chairman 
(Tucson) 

HISTORY  & OBITUARIES  COMMITTEE;  John  W.  Kennedy, 
M.D.,  Chairman  (Phoenix) 

INDUSTRIAL  RELATIONS  COMMITTEE:  John  H.  Ricker,  M.D., 
Chairman  (Phoenix) 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chairman 
(Phoenix) 

MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

PROCUREMENT  & ASSIGNMENT  GOMMITTEE;  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  Jack  E.  Brooks.  M.D.,  Chair- 
man (Phoenix) 

PUBLIC  RELATIONS  COMMITTEE;  Paul  B.  Jarrett,  M.D., 
Chairman  (Phoenix) 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix) 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  L.  Dexter, 
M.D.,  Chairman  (Tucson) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1965 

APACHE:  Ellis  W.  List,  Jr..  M.D.,  President,  McNary;  Ira  L. 
Casey,  M.D.,  Secretary,  Box  299,  Springerville. 

COCHISE:  Charles  W.  McMoran,  M.D.,  President,  P.  O.  Box 
278,  Sierra  Vista;  Kenneth  A.  Dregseth,  M.D.,  Secretary, 
P.  O.  Box  1192,  Bisbee. 

COCONINO:  Leo  J.  Ankenbrandt,  M.D.,  President,  2222  E. 
Cedar  Ave.,  Flagstaff;  Steven  Spencer,  M.D.,  Secretary,  108 
W.  Birch,  Flagstaff. 

GILA;  Charles  A.  Bejarano,  M.D.,  President,  7188  Sullivan 

Street,  Miami;  Robert  V.  Horan,  M.D.  Secretary,  703  Ash 

Street,  Globe. 

GRAHAM:  John  H.  Walker,  M.D.,  President,  702  8th  Avenue, 
Safford;  Donald  E.  Nelson,  M.D.,  Secretary,  .503  5th  Avenue, 
S afford. 

GREENLEE:  Hugh  LaMaster,  M.D.,  President,  Box  1257,  Mor- 
enci;  Charles  B.  Daniell,  M.D.,  Secretary,  Morenci  Hospital, 
Morenci. 

MARICOPA:  Richard  O.  Flynn,  M.D.,  President,  2210  S.  Mill 
Ave.,  Tempe;  David  R.  Long,  M.D.  Secretary,  5.50  W. 

Thomas  Road,  Phoenix. 

(Society  Office  — 202.5  North  Central  Avenue,  Phoenix) 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 

Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  Kingman. 

NAVAJO:  Robert  J.  Haley,  III,  M.D.,  President,  P.O.  Box  937, 
Holbrook;  Harry  S.  Beckwith,  M.D.,  Secretary,  Santa  Fe 
Emergency  Hospital,  Winslow. 

PIMA:  Hermann  S.  Rhu,  M.D.,  President,  Alvernon  & Fifth  St., 
Tucson,  Elliott  E.  Stearns,  Jr.,  M.D.,  Secretary,  2442  E.  Elm 
St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  Z.  Collings,  Jr.,  M.D.,  President,  100  E.  Florence 
Blvd.,  Casa  Grande;  George  Boiko,  M.D.,  Secretary,  703  N. 
Olive  St.,  Casa  Grande. 

SANTA  CRUZ:  Deward  G.  Moody,  M.D.,  President,  711  Morley 
Avenue,  Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler 
Building,  Nogales. 

YAVAPAI:  W.  David  Rummel,  Jr.,  M.D.,  President,  114  North 
Montezuma,  Prescott;  William  R.  Shepard,  M.D.,  506  West 
Gurley  Street,  Prescott. 

YUMA;  A.  J.  Ochsner  II,  M.D.,  President,  630  E.  26th  Place, 
Yuma;  Charles  R.  McReynolds,  M.D.,  Secretary,  2232  - 17th 
Place,  Yuma. 

WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1964-65 

President  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

President-elect  Mrs.  Hubert  Estes  (Mickie) 

Route  2 — Box  741  B,  Tucson,  Arizona  8.5715 

1st  Vice  President  Mrs.  Robert  G.  Delph  (Grace) 

651  Sunland  Drive  E.,  Chandler,  Arizona 

2nd  Vice  President  Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  St.,  Phoenix,  Arizona 

Treasurer:  Mrs.  Seymour  Shapiro  (Arline) 

5433  E.  Eighth  Street,  Tucson,  Arizona 

Recording  Secretary Mrs.  Hermann  S.  Rhu  (Ruth) 

2138  E.  Juanita,  Tucson,  Arizona 

Corresponding  Secretary Mrs.  Joe  L.  Bonnet  (Lorri) 

4.50  E.  Ocotillo  Rd.,  Phoenix,  Arizona 

Director  (1  year)  Mrs.  Clare  W.  Johnson  (MaryAnne) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

Director  (1  year)  Mrs.  William  H.  Lyle  (Jill) 

1400  - 16th  Place,  Yuma,  Arizona 

Director  (2  years)  Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President Dr.  Carlos  Tapia  Tellez,  Esq. 

Boulevard  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

President-elect  Dr.  L.  Maxwell  Lockie 

130  Morris  Avenue,  Buffalo  14,  New  York 

Vice  President Dr.  Alfonso  Topete  Duran 

Guadalajara,  Jalisco,  Mexico 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  North  Tucson  Boulevard,  Tucson,  Arizona 

Secretary  for  Mexico  Dr.  Felix  Michel 

Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States Dr.  Lucy  A.  Vernetti 

2021  North  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico Dr.  Eduardo  Gonzales  Murguia 

Guadalajara,  Jalisco,  Mexico 

Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 


Gomplete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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BOARD  OF  DIRECTORS 

Meeting  ot  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  December  6, 
1964  in  the  French  Quarter  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  con\ened  at  10;  L5  A.M.,  Pan!  B.  Jarrett, 
M.D.,  N ice  President  and  Chairman,  presiding. 

ROLL  CALL 

Present; 

Drs.  Beaton,  Lindsay  E.;  Brazie,  Walter;  Brewer, 
\y.  Albert,  President;  Cloud,  Jr.,  Daniel  T.;  Derickson, 
Philip  C.;  De.xter,  Richard  L.;  Dierker,  Hugh  E.;  Dud- 
ley, Jr.,  Arthur  W.,  Treasurer;  Dysterheft,  Arnold  H.; 
Finke,  Howard  W.;  Henderson,  Charles  E.,  Secretary; 
Jarrett,  Paid  B.,  Vice  President  and  Chairman;  Mc- 
Daniel, W.  Shaw;  Melick,  Dermont  W.;  Moody,  De- 
ward G.;  O’Hare,  James  E.,  Pre.sident-clect;  Steen,  Wil- 
liam B.;  Taylor,  Ashton  B. 

Counsel: 

Mr.  Jacobson,  Edward 
Staff: 

Mr.  Carpenter,  Robert,  E.xecutive  Secretary;  Robin- 
son, Bruce  E.,  E.xecntive  Assistant. 

Guest: 

Mr.  Boykin,  Paul  R.,  Executive  Secretary  — Board  of 
Medical  Examiners  State  of  Arizona. 

Excused: 

Drs.  Flynn,  Richard  O.;  Lorenzen,  Robert  F.;  Price, 
Robert  A.;  Smith,  Noel  G. 

MINUTES 

It  was  regularly  moved  and  unanimously  carried  that 
the  minutes  of  the  meeting  of  the  Board  of  Directors 
held  September  20,  1964  be  amended  deleting  the  word 
“full-time”  appearing  in  the  first  line  of  paragraph  four 
of  the  item  entitled  “House  Resolution  No.  29”,  insert- 
ing in  its  stead  the  word  “part-time”,  residting  in  the 
first  sentence  reading:  “Dr.  Dierker,  who  is  presently 
serving  as  part-time  director  of  fhe  Coconino  County 
Health  Department,  contends  that  he  and  others  in  sim- 
ilar capacities  are  in  ‘active  practice’  in  the  field  of 
public  health.  ’;  and  that  the  minutes,  as  amended,  be 
approved. 

BOARD  OF  DIRECTORS 

Southeastern  District  Director 

Deward  G.  Moody,  M.D.,  of  Nogales,  elected  South- 
eastern District  Director  by  the  Board  of  Directors  in 
meeting  held  September  20,  1964,  accepts  the  appoint- 
ment to  fill  the  une.xpired  term,  ending  in  1965,  of 
Thomas  W.  Jensen,  M.D.,  resigned. 

Mental  Health  Planning 

Mental  health  planning  is  under  the  jurisdiction  of  the 
Arizona  State  Department  of  Health,  the  membership 
serving  this  function  having  been  appointed  by  the 
Governor  of  the  State  of  Arizona.  On  suggestion  of 
William  J.  Moore,  M.D.,  seeking  to  include,  in  addition 
to  those  already  appointed,  representation  of  general 
medicine  and  following  review  of  the  President’s  nomi- 
nations by  the  Executive  Committee  of  this  Board,  the 
following  nominees  were  submitted  for  the  consideration 
and  confirmation  of  this  Board:  Clifton  Alexander,  M.D. 
(Tucson  - CP);  William  J.  Dunn,  M.D.  (Phoenix  - 1);  Clif- 
ford E.  Ernst,  M.D.  (Phoenix  - 1);  Charles  H.  Finney, 


M.D.  (Phoenix  - GP);  Ben  P.  Frissell,  M.D.  (Phoenix  - 1); 
Robert  S.  Ganelin,  M.D.  (Phoenix  - Pd);  Samuel  R.  Jo- 
seph, M.D.  (Phoenix  - 1);  and  James  V.  Rose,  M.D. 
(Phoenix  - GP).  Approved. 

Advisory  Survey  and  Construction  Council 

To  fill  the  vacancy  anticipated  as  of  January  1,  1965 
on  the  Advisory  Survey  and  Construction  Council  (State 
of  Arizona)  and  in  compliance  with  law,  the  following 
nominees  of  this  Association  were  designated  and  au- 
thorized submitted  to  the  Governor  for  his  consideration 
and  selection  of  one  therefrom  to  be  ax^pointed  on  this 
Council  for  a term  of  four  years  (1965-69);  Arnold  11. 
Dysterheft,  M.D.,  (McNary);  Deward  G.  Moody,  M.D. 
(Nogales);  Jack  E.  Brooks,  M.D.  (Phoenix);  and  Clarence 
L.  Robbins,  M.D.  (Tucson).  Ax^x^roved. 

Counsel  reviewed  the  rex^ort  of  Robert  B.  Tlirock- 
morton.  General  Counsel  of  AMA,  calling  attention  to 
the  amendment  to  the  Hill-Burton  Law  during  tlie  88th 
U.S.  Congress,  Section  604  (a)  (3)  of  Title  VI  of  Public- 
Law  88-443  (August  18,  1964)  modifying  the  existing 
recxuirement  and  x^roviding  for  a state  advisory  council 
“which  shall  include  rex^resentatives  of  non-govern- 
mental organizations  or  grouxrs  and  of  x3>-iblic  agencies 
concerned  with  the  ox^eration,  construction  or  utilization 
of  hosx^itals  or  other  facilities  for  diagnosis,  prevention 
or  treatment  of  illness  or  disease  or  for  x^rovision  of 
rehabilitation  services  and  an  equal  number  of  repre- 
sentatives of  consumers  familiar  with  the  need  for  the 
services  provided  by  such  facilities.”  (Bold  face  added 
to  show  amendment.)  Previously  the  council  had  to 
include  rexrresentatives  of  non-governmental  and  state 
agencies  concerned  with  the  ox^eration  or  construction 
of  ho.spitals  “including  rex^resentatives  of  consumers”  of 
hosxrital  services.  The  revision  x^rovides  that  the  council 
shall  have  on  it  a number  of  representatives  of  con- 
sumers equal  to  the  rexrresentatives  of  non-governmental 
organizations  and  x^i-il^hc  agencies.  It  is  x^ossible  the 
Arizona  Legislature  will  be  called  uxoon  to  amend  the 
law  to  conform  with  the  federal  amendment  . Received. 
Arizona  State  Board  of  Health 

To  fill  the  vacancy  anticix^ated  as  of  February  1,  1965 
on  the  Arizona  State  Board  of  Health  and  in  comirliance 
with  the  law,  the  following  nominees  of  this  Association 
were  designated  and  authorized  submitted  to  the  Gover- 
nor for  his  consideration  and  selection  of  one  therefrom 
to  be  ax^pointed  on  this  Board  for  a term  of  five  years 
(1965-70):  E.  Henry  Running,  M.D.  (Phoenix);  C.  Her- 
bert Fredell,  M.D.  (Flagstaff);  William  B.  Steen,  M.D. 
(Tucson);  Abe  I.  Podolsky,  M.D.  (Yuma);  Hermann  S. 
Rhu,  Jr.,  M.D.  (Tucson);  and  James  T.  O’Neil,  M.D. 
(Casa  Grande).  Ax^proved 
Board  of  Medical  Examiners 

The  term  of  office  of  three  members  of  the  Board 
of  Medical  Examiners  of  the  State  of  Arizona  will  termi- 
nate July  1,  1965;  namely,  Carlos  C.  Craig,  M.D.  (Phoe- 
nix - Maricopa),  W.  R.  Manning,  M.D.  (Tucson  - Pima) 
and  Roy  O.  Young,  M.D.  (formerly  of  Flagstaff  - Coco- 
nino, x^resently  of  Scottsdale  - Maricoxia).  Under  the  new 
Medicine  and  Surgery  Act,  Chaxrter  13,  Section  32-1402, 
A.R.S.,  as  amended  in  1964,  said  Cbax^ter  shall  be  ad- 
ministered by  a Board  of  Medical  Examiners  consisting 
of  five  members,  one  of  whom  shall  be  from  Maricox'a 
County;  one  of  whom  shall  be  from  Pima  Count\-;  and 
the  other  three  of  whom  shall  be  from  counties  oilier 


Februanj,  1965 


Arizona  Medical  Association  Reports 

than  Maricopa  and  Pima.  Appointments  to  the  Board 
shall  be  made  by  the  Governor  from  a list  submitted  by 
the  Arizona  Medical  Association,  Inc.,  containing  at  least 
two  names  from  its  membership  for  each  vacancy  to  be 
filled.  No  appointee  to  the  Board  shall  have  been  a 
member  of  the  Board  in  the  three  years  next  preceding 
his  appointment  and  each  appointee,  for  at  least  the 
three  years  next  preceding  his  appointment  shall  have 
been  and  be  a resident  of  Arizona;  have  been  and  be  a 
doctor  of  medicine  and  have  been  and  be  engaged  in 
the  full-time  practice  of  medicine  in  this  state.  The  term 
of  office  of  a member  of  the  Board  shall  be  five  years 
excepting  that  the  statute  provides  that  appointments 
initially  under  the  new  law  shall  be  “staggered”,  ulti- 
mately resulting  in  the  expiration  of  one  term  each  year. 
This  will  require,  in  1965,  that  there  be  appointed  three 
members  to  the  Board  of  Medical  Examiners:  one  for 
a term  of  five  years;  one  for  a term  of  two  years;  and 
one  for  a term  of  one  year  (.5-2-1). 

Dr.  Melvin  W.  Phillips  (Prescott  - Yavapai)  was  ap- 
pointed by  the  Governor  under  the  new  statute  to  serve 
for  the  term  1964-1969;  Dr.  Howard  W.  Finke  (Su- 
perior - Pinal)  was  appointed  by  the  Governor  under  the 
new  statute  to  serve  for  the  term  1964-1968  (5-4). 

While  the  anticipated  vacancies  do  not  occur  until 
July  1,  196.5,  the  purpose  of  discussion  is  to  determine 
the  counties  to  be  selected  for  the  varying  terms  of  five, 
two  and  one  years  and,  further,  to  give  the  Board  ample 
time  to  consider  the  nominees  to  be  proposed.  It  was 
determined  that  one  vacancy  shall  be  filled  by  an  eli- 
gible nominee  from  Maricopa  Gounty  for  a term  of  five 
years;  one  from  Pima  Gounty  for  a term  of  one  year; 
and  a two  year  term  from  one  of  the  other  counties 
outside  Maricopa,  Pima,  Pinal  and  Yavapai.  Doctors 
Philip  G.  Derickson  and  William  B.  Steen  (Tucson)  were 
suggested  as  possible  nominees  to  fill  the  vacancy  to  be 
selected  out  of  Pima  Gounty  and  Dr.  Zenas  B.  Noon  of 
(Nogales  - Santa  Gruz),  was  suggested  as  a nominee  from 
the  other  eligible  counties.  Those  members  of  the  Board 
representing  Maricopa  Society  will  take  the  matter  under 
advisement  and  submit  recommendations  at  a later  date. 
ASNA,  Ad  hoc  Liaison  Committee 

Dermont  W.  Melick,  M.D.  (Phoenix),  William  G. 
Payne,  M.D.  (Tempe),  Chairman,  and  Delbert  L.  Secrist, 
M.D.  (Tucson),  were  appointed  by  the  President  to  com- 
prise the  Ad  hoc  Liaison  Committee  to  the  Arizona  State 
Nurses  Association,  representing  this  Association,  subject 
to  confirmation  of  the  Board.  Each  has  accepted  the 
assignment.  Approved. 

Grand  Canyon  Hospital  (Arizona) 

The  Board  of  Directors,  in  meeting  held  September 
20,  1964,  directed  that  the  National  Park  Service  of  the 
Department  of  Interior  of  the  United  States  be  informed 
that  the  form  of  contract  offered  for  the  operation  of 
Grand  Canyon  Hospital  in  Arizona,  requiring  a percent 
of  gross  receipts  for  the  concession,  is  contrary  to  medi- 
cal ethics  and  urging  its  change. 

Mr.  Jackson  E.  Price,  Acting  Director  of  the  National 
Park  Service  of  the  U.S.  Department  of  Interior,  by 
letter  dated  October  9,  1964,  advised  that  it  has  been 
its  policy  that  concessioners  generally  shall  pay  a fran- 
chise fee  consisting  of  a flat  fee  which  is  in  the  nature 


of  rent  for  any  government  owned  lands  and  facilities 
which  are  provided  the  concessioner,  plus  a percentage 
of  gross  receipts  which  is  for  the  privilege  of  doing 
business.  The  statements  in  the  prospectus  objected  to 
by  this  Board  were  included  pursuant  to  this  policy. 
In  view  of  the  position  of  onr  organization,  it  is  agree- 
able to  eliminate  the  percentage  fee  in  connection  with 
the  contract  for  medical  services  at  Grand  Ganyon  and 
the  contract  submitted  to  Dr.  Rafael  Garbayo  contains 
no  percent  of  gross  franchise  fee.  Received,  the  Secre- 
tary being  directed  to  re.spond,  expressing  the  appreci- 
ation of  this  Association  for  the  consideration  given  by 
the  U.S.  Department  of  Interior  in  this  instance. 

AMPAC  — ArMPAG  Contributions  Billing 

In  line  with  action  of  this  Board,  September  20,  1964, 
following  adoption  of  Resolution  No.  24  by  the  House 
of  Delegates  May  1,  1964  to  the  effect  that  a voluntary 
billing  by  component  county  medical  societies  of  a mini- 
mum Twenty  ($20.00)  Dollar  contribution  to  AMPAC— 
ArMPAG,  non-tax-deductible,  be  included  with  the  an- 
nual dues  billing  be  approved  and  recommended  that 
each  society  be  informed  of  the  opinion  of  counsel  in 
this  regard,  a letter  dated  October  12,  1964,  received 
from  Pima  County  Medical  Society,  on  advice  of  its: 
counsel,  determined  it  extremely  unwise,  at  this  time, 
for  that  Society  to  carry  out  the  recommendations  of  the 
Board.  Accordingly,  by  action  of  the  Society’s  Board  of 
Directors,  the  ArMA  recommendation  was  not  accepted. 
Received. 

House  Resolution  No.  28 

The  Secretary  reviewed  action  of  the  House  of  Dele- 
gates as  regards  Resolution  No.  28,  introduced  May  1, 
1964,  and  action  of  this  Board  of  Directors  in  meeting 
held  September  20,  1964,  referable  to  the  ownership  by 
hospitals  or  their  affiliated  holding  companies  of  pro- 
fessional buildings  for  rent  or  lease  to  medical  doctors 
engaged  in  the  active  practice  of  medicine  and  especially 
the  content  of  his  letter  dated  October  6,  1964,  for- 
warded to  the  secretary  of  each  county  medical  society; 
the  administrator  and  board  of  directors  of  each  licensed 
hospital  in  the  State  of  Arizona;  the  members  of  the 
Arizona  Legislature;  and  the  Governor  of  the  State  of 
Arizona.  Acknowledgement  of  receipt  of  this  communi- 
cation by  the  Governor  and  the  President  of  the  Senate 
is  in  hand;  also,  letters  received  from  the  Baptist  Hos- 
pital and  Memorial  Hospital,  both  of  Phoenix,  the  latter 
two  expressing  agreement  in  the  position  of  the  Associ- 
ation in  this  matter.  Following  due  discussion,  it  was: 
determined  no  further  action  be  taken  at  this  time. 
Orderly  Alignment  of  Blue  Shield 

Resolution  No.  23,  adopted  by  the  House  of  Delegates 
of  this  Association,  May  1,  1964,  reaffirms  previous 
Resolution  No.  5,  adopted  by  the  House  April  27,  1962, 
and  authorizes  the  President  of  the  Association  to  re- 
appoint  an  ad  hoc  committee  to  study  and  make  recom- 
mendations for  the  orderly  alignment  of  Blue  Shield  to 
include  payment  for  pathology,  radiology  and  anesthesi- 
ology services  for  patients  in  Arizona,  inviting  the  Ari- 
zona Hospital  Association  to  appoint  a similar  committee 
to  meet  and  discuss  the  problem  with  an  ad  hoc  com- 
mittee of  this  Association  and  that  report  of  their  activi- 
ties be  submitted  to  the  House  of  Delegates  at  its  next 
meeting. 
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The  Board  of  Directors,  in  meeting  held  September 
20,  1964,  appointed  or  re-appointed  Doctors  George 
Scharf  (Phoenix),  Chairman;  Richard  S.  Armstrong 
(Tucson);  R.  Lee  Foster  (Phoenix);  Walter  T.  Plileman 
(Tucson);  Paul  B.  Jarrett  (Phoenix);  and  Charles  R.  Mac- 
Reynolds  (Yuma)  to  comprise  the  membership  of  this 
ad  hoc  committee,  in  confirmation  of  the  President’s 
recommendation.  The  membership  has  been  so  notified 
and  each  has  accepted  the  appointment. 

The  Arizona  Hospital  Association  has  been  invited 
to  appoint  a similar  committee  and  their  decision  in  this 
regard  is  being  awaited. 

The  President  reported  that  he  had  learned,  during 
a recent  Board  meeting  of  the  Arizona  Blue  Shield  that 
the  organization  is  in  the  process  of  considering  the  pos- 
sibility of  changing  its  Enabling  Act.  It  is  the  feeling 
that  it  might  be  very  timely  for  the  ad  hoc  committee 
of  this  Association  to  meet,  discuss  the  proposed  amend- 
ment(s)  involving  the  transfer  of  certain  professional  fees 
now  being  paid  by  Blue  Cross  to  be  included  in  the  Blue 
Shield  Program.  It  is  suggested  that  the  Chairman  of  the 
ad  hoc  committee  of  this  Association  be  urged  to  meet 
and  consider  the  proposed  amendment(s). 

AMA  Clinical  Session  — Florida 

In  attendance  at  the  AMA  Clinical  Session,  Miami 
Beach,  Florida,  November  29  through  December  2, 
1964,  were  Delegate  Lindsay  E.  Beaton,  M.D.;  Alter- 
nate Delegates  Daniel  T.  Cloud,  Jr.,  M.D.  and  William 
B.  Steen,  M.D.;  President  W.  Albert  Brewer,  M.D.; 
Secretary  Charles  E.  Henderson,  M.D.;  and  the  Execu- 
tive Secretary. 

Br.  Beaton  reported  as  regards  expressed  views  of 
this  Board  at  its  last  meeting  referable  to  support  of  an 
increase  in  AMA  public  relations  work  in  direction  of 
enlargement  or  greater  use  of  AMA  national  speakers 
bureau,  enlargement  and  more  efficient  use  of  field 
service,  and  disapproval  of  a teletype  installation  be- 
tween AMA  headquarters  and  those  of  the  various  state 
and  county  medical  societies.  The  AMA  House  of  Dele- 
gates approved  the  recommendation  of  the  Board  of 
Trustees  for  the  establishment  of  a teletypewriter  com- 
munications service  between  AMA  and  the  state  medical 
societies.  The  system  will  provide  uninterrupted  commu- 
nications between  AMA  headquarters  and  all  participat- 
ing state  societies,  and  between  state  societies  without 
involving  the  facilities  at  AMA  headquarters;  also,  any 
state  society  will  be  able  to  communicate  with  all  TWX 
subscribers  in  the  United  States  and  Canada.  Partici- 
pation is  optional.  Installation  and  rental  costs  for  the 
teletype  equipment,  both  at  AMA  headquarters  and  the 
headquarters  of  each  participating  medical  society,  will 
be  paid  by  AMA.  The  cost  of  transmitting  messages  will 
be  paid  by  whichever  organization  originates  each  mes- 
sage. July  first  next  is  the  hoped  for  date  when  the  new 
system  will  become  operative. 

It  was  regularly  moved  and  unanimously  carried  that 
we  rescind  our  former  action  and  go  ahead  with  the 
installation  of  the  teletypewriter  in  our  office. 

Continuing,  the  House  reaffirmed  the  Association’s 
opposition  to  the  King-Anderson  type  of  legislation,  call- 
ing for  renewed,  intensive  effort  to  prevent  the  passage 
of  such  legislation,  following  President  Dr.  Donovan  F. 
Ward’s  strong  endorsement;  gave  unequivocal  approval 
to  a Board  of  Trustees  suggestion  that  an  expanded  edu- 
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cational  program  be  conducted  in  the  next  few  months; 
took  no  action  on  three  resolutions  presented  which 
would  have  altered  the  AMA  position  in  this  regard; 
adopted  a resolution  urging  component  associations  to 
stimulate  the  state  and  local  governments  to  seek  the 
fullest  possible  implementation  of  existing  mechanisms, 
including  the  voluntary  health  insurance  principle,  to 
the  end  that  everyone  in  need,  regardless  of  age,  is  as- 
sured that  necessary  healtlr  care  will  be  available;  and 
urged  state  medical  societies  to  send  representatives  to 
two  forthcoming  conferences  related  to  the  issue  of 
health  for  the  aging;  one  December  thirteenth,  to  help 
plan  the  new  educational  program,  and  the  other,  Janu- 
ary ninth  and  tenth,  to  consider  implementation  and 
expansion  of  Kerr-Mills  programs,  both  at  AMA  expense. 
An  emergency  session  of  the  AMA  House  between  now 
and  June  next  is  a possibility  which  might  require  a 
similar  session  of  our  own  House.  Compromise  positions 
are  expected  to  be  presented  to  the  Congress. 

It  was  regularly  moved  and  unanimously  carried  that 
Paul  L.  Singer,  M.D.  (Phoenix)  and  William  B.  Steen, 
M.D.  (Tucson),  be  authorized  to  represent  this  Associ- 
ation at  the  AMA  Conference  in  Chicago  December 
thirteenth,  to  help  plan  the  new  educational  program; 
Paul  B.  Jarrett,  M.D.  (Phoenix),  appointed  an  alternate 
in  the  event  Dr.  Singer  is  unable  to  attend. 

Jesse  D.  Hamer,  M.D.  (Phoenix),  will  represent  this 
Association  at  the  AMA  Conference  in  Chicago,  January 
ninth  and  tenth,  to  consider  implementation  and  expan- 
sion of  Kerr-Mills  programs. 

Continuing,  expressed  very  favorable  comment  of  Dr. 
Ward,  AMA’s  new  President,  his  excellent  address  de- 
livered before  the  House  Monday,  November  thirtieth, 
predicting  positive,  dynamic  leadership  in  the  months 
ahead;  election  of  James  I.  Appel,  M.D.,  of  Lancaster, 
Pennsylvania,  Vice  Chairman  of  the  AMA  Board  of 
Trustees  and  a member  of  the  Board  since  1957,  as 
President-Elect  (he  will  become  President  in  June  1965, 
succeeding  Dr.  Ward  who  took  office  after  the  death  of 
Dr.  Welch);  and  election  of  Joseph  B.  Copeland,  M.D., 
of  Austin,  Texas,  a member  of  the  Board  of  Trustees, 
filling  the  vacancy  created  by  the  election  of  Dr.  Airpel. 

BENEVOLENT  AND  LOAN 
FUND  COMMITTEE 

Scholarship  Award 

Miss  Barbara  R.  Reed,  of  Phoenix,  currently  a first- 
year  medical  student  at  the  University  of  Colorado  Med- 
ical Center,  first  recipient  of  a scholarship  award  by  this 
Association  in  the  sum  of  $500.00,  by  letter  dated  No- 
vember 11,  1964,  expresses  grateful  appreciation  and 
thanks  to  have  been  so  honored.  It  is  her  liope,  with 
such  confidence  expressed,  that  she  will  grow  to  fulfill 
all  that  is  and  will  be  expected  of  her.  Received. 
Medical  Student  Loan  Program 

It  was  reported  that  this  Association  may  expect  to 
receive,  from  the  Phoenix  Clinical  Club,  a contribution 
of  $1,000.00  in  honor  of  Louis  G.  Jekel,  M.D.  (deceased) 
to  be  applied  associate  with  the  medical  student  loan 
program  of  this  Association.  Received. 

CENTRAL  OFFICE 
ADVISORY  COMMITTEE 

Membership  Classification  Change 

On  recommendation  of  the  component  Santa  Cruz 


February,  1965 
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County  Medical  Society,  Charles  S.  Smith,  M.D.,  by 
motion  regularly  made  and  uiranimously  carried,  was 
admitted  to  Fifty-Year  Club  membership,  to  be  awarded 
during  the  74th  Annual  Meeting  of  this  Association  at 
the  Pioneer  Hotel  in  Tucson,  during  the  President’s  Din- 
ner-Dance, Friday,  April  30,  1965. 

Financial  Report 

The  Treasurer  presented  the  financial  report  of  the 
Association  covering  the  eleven-month  period  ending 
November  30,  1964.  Income  totaled  $174,280.52  against 
a budgeted  total  of  $174,562.00;  expenditures  totaled 
$140,758.95  against  a budgeted  total,  as  previously  ad- 
justed, of  $170,308.13.  The  following  additional  appro- 
priations were  authorized  on  motion  regularly  made  and 
unanimously  carried,  funds  to  be  transferred  from  the 
contingency  account  in  the  amounts  and  to  the  accounts 


herein  listed: 
503 

Meeting  Expense 

$ 600.00 

509 

Supplies 

400.00 

509 

Dues  and  Contributions 

14.20 

516 

Postage 

242.00 

524 

Furniture  and  Fixtures 

1,244.60 

500a 

Annual  Meeting 

50.00 

500c 

Benevolent  & Loan  Fund  500.00 

TOTAL 

$3,050.82 

(1964  Contingency  - $16,381.72; 

9-20-64  Appropriation  - $9,609.25) 

Report  of  the  Treasurer  accepted. 

INDUSTRIAL  RELATIONS  COMMITTEE 

Relative  Value  Fee  Schedule 

John  Ricker,  M.D.,  Chairman,  Industrial  Relations 
Committee,  by  letter  dated  October  26,  1964,  referring 
to  the  adoption  of  the  new  Relative  Value  Fee  Schedule 
by  the  Industrial  Commission  Arizona,  effective  June  1, 
1964,  called  attention  to  the  understanding  that  no 
changes  would  be  made  for  a three-year  period,  agreed 
upon  by  both  the  Industrial  Commission  and  this  Asso- 
ciation. Since  such  action,  Dr.  Ricker  reports  that  both 
the  Committee,  and  especially  htimself,  as  Chairman, 
have  been  “hounded”  for  changes  in  the  fee  schedule. 
It  is  suggested  by  the  Committee  that  each  of  the  various 
specialty  groups,  sections,  subgroups,  etc.,  of  ArMA,  I'le 
informed  that  there  will  be  a renegotiation  of  the  Fee 
Schedule  in  three  years  time.  While  it  is  the  hope  that 
such  change  will  require  only  adjustment  of  the  unit 
value,  it  is  recognized  there  may  be  other  changes  indi- 
cated necessary  or  desirable.  Such  specialty  groups 
should  present  their  recommendations  in  an  orderly 
manner  for  consideration  at  the  appropriate  time.  Re- 
ceived, directing  that  the  Industrial  Relations  Committee 
be  requested  to  commence  negotiations  for  any  Fee 
Schedule  adjustment  indicated  at  least  one  year  in  ad- 
vance of  the  termination  of  the  three-year  period  re- 
ferred to  in  order  that  any  modifications  may  become 
effective  immediately  following  the  termination  of  the 
tliree-year  period  stipidated. 

Psychiatric  Advisory  Board 

For  the  information  of  this  Board  it  is  reported  that 
Deraid  G.  May,  M.D.  (Phoenix),  Charles  P.  Neumann, 
M.D.  (Tucson)  have  accepted  appointment  as  members 
to  the  Psychiatric  Advisory  Board  of  Arizona  for  terms 
1964-67  and  1964-68,  re.spectively.  William  B.  McGrath, 


M.D.  (Phoenix),  term  1963-65,  and  Boris  Zemsky,  M.D. 
(Tucson),  term  1963-66,  continue  to  serve  and  complete 
the  membership  of  this  Board.  Received. 

PROFESSIONAL  COMMITTEE 

Mentally  Retarded  Children 

The  Board  of  Directors,  in  meeting  held  April  28, 
1964,  directed  the  Professional  Committee  to  study  the 
administrative  problem  connected  with  use  of  state  and 
federal  funds  for  the  mentally  retarded  in  Arizona,  asso- 
ciate with  the  possible  role  of  Crippled  Childrens  Serv- 
ices or  within  the  scope  of  the  Maternal  and  Child 
Health  Subcommittee.  Clarification  is  sought.  Dr. 
Beaton  stated:  “It  was  my  intent  only  that  that  state 
agency  which  had  the  greatest  degree  of  private  prac- 
tice control  be  charged  with  this.  Now,  since  this  time, 
as  you  have  seen  from  an  earlier  item  in  your  agenda, 
there  is  a planning  committee  appointed  by  the  Gov- 
ernor for  the  entire  mental  health  field.  I have  talked 
to  Dr.  Moore  and  Mr.  Lofgren.  I did  tell  them  that  I 
thought  a representative  of  the  State  Medical  Association 
should  be  on  this  planning  committee;  and  I believe 
that  one  was  asked  for  and  appointed.  The  entire  thrust 
of  the  recent  AMA  National  Congress  on  Mental  Health 
was  that  the  private  practitioners  of  medicine  should  be 
in  on  all  planning  of  this  sort  from  the  very  beginning, 
and  that  they  should  not  abandon  such  planning  to  state 
representatives.  This  was  my  only  thought  about  this. 
I do  think  that  we  now  have  a chance  to  influence  this 
planning.  Jim  Grobe,  I believe,  was  Chairman  of  the 
Governor’s  Advisory  Board  and  certainly  no  better  man 
could  be  found.  The  AMA  hopes  that  mental  retardation 
will  be  considered  as  part  of  the  mental  health  program 
and  does  not  believe  that  the  two  should  be  separated, 
and  most  particularly  does  not  believe  that  the  problem 
of  mental  retardation  should  be  turned  over  to  educators, 
social  workers,  lay  groups,  and  what-not;  that  this  does 
remain  a medical  problem  and  should  remain  within  our 
province.  After  all,  the  role  here  of  pediatricians  and 
obstetricians,  particularly,  is  enormous.” 

No  fmther  action  indicated  at  this  time. 

Scheduled  Meetings  Out-of-State 

The  Professional  Committee  continues  to  receive  many 
announcements  of  meetings  scheduled  to  be  held  in 
various  areas  of  the  country  having  relation  to  its  scope 
of  interests.  While  obviously  it  is  impossible  and  not 
desirable  to  attend  all  of  these  meetings,  at  times  it  is 
difficult  to  determine  which  should  be  selected  of  pri- 
mary interest.  The  Board  of  Directors  is  requested  to 
keep  alert  to  the  various  meetings  schedided  and  .should 
it  determine  that  it  wishes  attendance  at  a particular  one, 
the  subject  or  theme  of  the  meeting  falling  within  the 
activities  of  this  Committee,  that  it  direct  attendance. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee,  within  its  budgetary  limita- 
tions, use  its  discretion  in  sending  representatives  to 
selected  meetings. 

ASNA  Registered  Nurse  Course 

Recommendation  supporting  the  objective  of  the  Ari- 
zona Nurses  Association  in  establishing  a course  to  pre- 
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pare  re;^isterecl  nurses  for  employment  in  nursing  liomes 
in  Arizona,  appro\  ed. 

PROFESSIONAL  COMMITTEE  (Continued) 

By-Laws  Amendment  — Active  Membership 

The  Subcommittee  on  Medical  Education  of  the  Pro- 
fessional Committee  reported  progress  in  the  develop- 
ment of  a medical  school  at  the  LTniversity  of  Arizona. 
A Professor  of  Anatomy  has  already  been  selected  and 
effort  is  now  being  pursued  to  select  a Professor  of  Med- 
icine. This  Subcommittee  will  act  as  liaison  representing 
the  Association  with  the  medical  school  administration, 
enabling  our  members  to  keep  abreast  of  developments, 
eliminating  as  much  as  possible,  any  misunderstanding. 
The  Subcommittee  will  accept  recommendations  for 
nomination  of  an  individual  for  Professor  of  Medicine. 
Such  nominations  will  be  accepted  only  as  a matter  of 
recording  and  the  committee  will  not  be  responsible  for 
investigation  of  any  such  man  or  men.  The  individuals 
nominating  will  be  recpiired  to  support  their  nominations 
before  this  committee.  The  Professional  Committee  went 
on  record  as  recommending  that  positive  action  be  taken 
in  a favorable  manner  at  the  April,  1965  ArMA  House 
of  Delegates  meeting,  amending  Section  3,  subheading 
A,  No.  (4)  of  the  Association  By-Laws  so  that  members 
of  the  faculty  of  the  Arizona  Medical  School  (and  other 
similar  categories  now  so  restricted)  may  become  eligible 
for  membership  in  the  Arizona  Medical  Association. 

It  was  regularly  moved  and  unanimously  carried  that 
this  matter  be  referred  to  the  Articles  of  Incorporation 
and  By-Laws  Committee  for  review  and  recommendation 
to  this  Board  at  its  next  meeting. 

Selective  Service  Rejectee  Referral  Program 

In  1961  the  subject  “Selective  Service  Rejectee  Refer- 
ral Program”  was  first  discussed  and  it  is  now  being 
initiated  by  the  United  States  Public  Health  Service.  It 
is  the  prerogative  of  the  Governor  to  designate  the  local 
state  agency  to  administer  such  program  which  matter  is 
now  before  him.  The  Program  will  serve  men  rejected 
for  medical  reasons.  Most  candidates  requiring  referral 
will,  while  unrelated  to  disability,  require  definitive 
diagnosis  and  treatment.  The  single  state  agency  to  be 
designated  by  the  Governor  should  be  one  qualified  to 
hand  confidential  patient  information,  experienced  in 
working  with  the  medical  profession  in  referrals  for  all 
types  of  conditions  and  havdng  local  capability  for  re- 
ferral, follow-up  and  reporting.  It  is  anticipated  the  89th 
Congress  will  appropriate  the  reciuired  funds  sought, 
i.e.,  five  million  dollars.  Arizona’s  case  load  may  ap- 
proximate 1,500  annually. 

Should  the  Arizona  State  Department  of  Health  be 
selected,  the  Commissioner  proposes  to  form  an  advisory 
group  including  representatives  from  ArMA,  a surgeon, 
an  internist,  a general  practitioner;  a physician  represen- 
tative from  the  Industrial  Commission;  a representative 
from  the  Office  of  Vocational  Rehabilitation,  if  they 
have  a physician  on  their  staff;  a medical  officer  from 
the  Armed  Forces;  and  a physician  associated  with  the 
Arizona  Society  of  Crippled  Children  and  Adults.  Re- 
ferrals will  be  made  to  private  or  family  irhysicians 
where  existing.  The  rights  of  the  individual  will  be  safe- 
guarded. He  may  reject  treatment.  The  program  is  en- 
tirely voluntary.  If  the  patient  is  unable  to  afford  treat- 
ment, it  is  presumed  care  will  be  provided  through 
counties,  clinics,  rehabilitation  centers  or  public  welfare. 
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It  is  recommended  that  the  designated  agency  for  the 
Selective  Service  Rejectee  Referral  Program  be  the  Pub- 
lic Health  Department  and  that  an  advisory  group  lie 
established  as  herein  listed  to  include,  in  addition  there- 
to, a psychiastrist  from  ArMA  and  a representative  from 
the  Public  Welfare  Department.  It  is  further  recom- 
mended that,  on  approval  of  these  recommendations  by 
the  Board  of  Directors,  that  the  Governor  be  notified 
of  its  wishes,  designating  the  .Arizona  Public  Health 
Department  to  be  the  agency  to  administer  the  program. 
Approved. 

AMA  Congress  on  Mental  Illness  and  Health 

It  is  the  recommendation  of  the  Professional  Commit- 
tee that  T.  Richard  Gregory,  M.D.,  Chairman  of  its  Sub- 
committee on  Mental  Health,  attending  the  Second  Na- 
tional Congress  on  Mental  Illness  and  Health,  sponsored 
^^y  AMA,  in  Chicago,  November  5-7,  1964,  be  favorably 
considered  for  e.xpense  reimbursement  estimated  at 
$238.50.  Approved,  to  be  financed  out  of  the  1964 
budget  of  the  Professional  Committee. 

SCIENTIFIC  ASSEMBLY 
COMMITTEE 

76th  Annual  Meeting  — 1967 

Recommendation  that  until  adequate  and  acceptable 
facilities  are  available  there  be  continued  the  irractice  of 
alternating  the  annual  meetings  between  the  areas  of 
Phoenix  and  Tucson;  further,  that  the  76th  Annual  Meet- 
ing of  this  Association  be  held  in  Tucson,  April  26 
through  29,  1967;  further,  that  the  1965  Annual  Meet- 
ing registration  fee  be  established  at  $15.00  (the  same 
as  in  1964).  Acceirted. 

74th  Annual  Meeting  — Report 

DR.  DEXTER:  I report  to  the  Board  of  Directors  re- 
garding the  75th  Annual  Meeting  of  the  Arizona  Medical 
Association  to  be  held  in  Tucson  at  the  Pioneer  Hotel, 
April  27  through  May  I,  1965.  To  date  the  Scientific 
Assembly  Committee  has  met  on  two  occasions  con- 
forming with  the  stipulation  as  indicated  in  our  By- 
Laws.  The  first  meeting  in  June,  the  second  in  October. 
The  minutes  and  business  transacted  at  these  meetings 
have  been  duly  recorded  and  distributed.  In  summary, 
our  accomplishments  to  date  are  as  follows: 

Format  has  been  changed  slightly  so  that  the  scien- 
tific portions  of  the  program  will  be  presented  on  Thurs- 
day and  Friday,  April  29  and  30,  1965;  and  the  business 
transactions,  that  is  the  meetings  of  the  House  of  Dele- 
gates, Blue  Cross-Blue  Shield,  will  occur  on  April  28, 
1965,  Wednesday,  and  Saturday,  May  I,  1965.  The 
Board  of  Directors  will  have  its  meeting  on  Tuesday 
evening,  April  27,  1965,  with  dinner  at  7:00  P.M.  and  the 
meeting  at  8:00  P.M.  The  Wednesday,  April  28,  1965 
program  will  be  as  follows:  House  of  Delegates,  7:00 
A.M.  to  8:50  A.M.;  General  Session,  8:50  A.M.  to  10:10 
A.M.;  Intermission;  Reconvene  for  Blue  Shield  Annual 
Corporation  Meeting  at  10:30  A.M.;  Adjourn  at  12:00 
Noon. 

QUESTION:  Are  we  meeting  at  7:00  P.M.  or  7:00 
A.M.? 

ANSWER:  The  Board  of  Directors  is  meeting  at  7:00 
P.M.  on  Tuesday  evening.  The  House  of  Delegates 
meets  at  7:00  A.M. 

Wednesday  afternoon  will  be  devoted  to  fun  day 
encompassing  the  golf  and  bowling  tournaments;  Wed- 
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nesday  evening  will  be  a reception  at  7:00  P.M.,  dinner 
with  Mexican  Fiesta  theme,  mariachis  are  under  con- 
tract; Thursday  evening,  April  29,  1965,  will  be  a free 
night  for  probable  use  or  proposed  use  of  group  specialty 
dinners  and  meetings;  Friday  evening,  April  30,  1965, 
will  be  the  President’s  Reception  at  7:30  P.M.,  followed 
by  the  President’s  Dinner-Dance  at  8:30  P.M.  (Tiny 
Fortman’s  Orchestra  is  under  contract  for  this  event 
and  we  will  have  entertainment  with  an  exhibition  of 
ballroom  dancing  and  a short  contest  under  the  direc- 
tion of  Arthur  Murray  Studios  and  the  Orchestra  vvill 
play  for  this  demonstration);  Saturday,  May  1,  1965, 
the  House  of  Delegates  will  reconvene  at  7:00  A.M.  un- 
til 10:00  A.M.,  while  Blue  Shield  will  reconvene  at 
10:30  A.M.  until  Noon;  and  adjournment  will  occur  at 
12  Noon  (Saturday,  May  1,  1965). 

I would  like  to  add  parenthetically  here  this  format 
was  decided  upon  in  an  effort  to  enhance  our  attend- 
ance, particularly  at  our  Scientific  Sessions.  The  Scien- 
tific Program  presentations  will  be  devoted  primarily 
to  two  major  topics:  (1)  Trauma,  and  (2)  Athletic  Medi- 
cine. Thursday,  April  29,  1965,  will  be  primarily  de- 
voted to  sessions  on  Trauma;  and  we  shall  have  a break- 
fast panel  devoted  to  burns,  followed  by  scientific  ses- 
sions devoted  to  trauma,  including  orthopedic,  psychia- 
tric, medical,  pediatric  and  pathological  aspects  of  this 
problem;  the  afternoon  sessions  will  be  completed  with 
a mock  trial  session  and,  of  course,  with  plaintiff  and 
defendant  counsel  interrogating  two  physicians  from  our 
Society  who  have  graciously  accepted  to  participate  in 
a civil  suit  exercise;  the  Friday  session,  April  30,  1965, 
will  entail  a breakfast  panel  dealing  with  traumatic 
neurosis  and  then  followed  by  programs  devoted  to 
physiological  and  athletic  medicine,  to  be  completed 
with  a panel  on  athletic  medicine. 

The  guest  faculty  for  these  programs  will  be  Dr. 
Claude  Beck,  cardiovascular  surgeon  from  Cleveland; 
Dr.  G.  V.  Anderson,  OB-GYN  specialist  from  Los  An- 
geles; a burns  panel  from  the  Burns  Research  Center  at 
Brooke  Army  Hospital;  a irhysiologist  specializing  in 
space  medicine  and  athletic  medicine.  Dr.  Warren  Guild 
of  Harvard;  an  orthopedic  surgeon  specializing  in  trau- 
matic injuries.  Dr.  Don  O’Donoghue,  University  of 
Oklahoma;  a pathologist  who  has  done  research  in  trau- 
matic injuries  and  athletic  medicine.  Dr.  Koiwai  of 
Hahnemann;  and  a pediatrician.  Dr.  Ray  Heifer,  Uni- 
versity of  Colorado,  who  is  specializing  in  children’s 
diseases  including  athletic  medicine  poisoning.  The 
psychiastrist  is  pending.  The  lawyers  presenting  (he 
court  room  procedure  will  be  Mr.  Richard  Grand  of 
Tucson  and  Mr.  Robert  Steeley  of  Houston,  Texas,  both 
of  whom  have  national  reputations.  Dr.  DuVal  will  ad- 
dress the  General  Session  for  fifteen  minutes  and  give 
an  annual  report  on  progress  of  the  Medical  School.  A 
program  of  advertisement  encompassing  three  mailings 
will  be  instituted  this  month  and  spaced  accordingly  to 
bring  attention  to  the  Annual  Meeting  as  fully  as  pos- 
sible. 

The  are  two  recommendations  that  I .should  like  to 
make.  The  first:  it  is  recommended  by  our  committee 
that  we  invite  a professional  coaches  and  trainers  as- 
sociation ( representative  ( s ) ) to  attend  our  sessions  on 
athletic  medicine,  particularly  Friday  afternoon,  April 
30,  1965.  There  will  be  no  expenditure  for  this  privilege 


on  our  part;  and,  secondly,  it  is  suggested  and  opinion 
is  requested  from  the  Board  of  Directors  as  to  the 
feasibility  of  inviting  the  younger  members  of  our 
society,  that  is  those  who  have  belonged  two  years  or 
less,  to  he  our  guests  at  a specialty  luncheon  of  their 
individual  choice.  The  society  would  pick  up  the  cost 
of  the  tickets  from  these  luncheons  and  give  the  special- 
ity group  credit  on  their  remuneration  to  us.  It  is  esti- 
mated that  a maximum  of  fifty  young  members  will 
probably  take  advantage  of  this  offer  and  it  would  cost 
an  estimated  maximum  of  $100.00  to  the  society.  The 
proposal  arose  from  a feeling  that  not  enough  of  our 
younger  members  have  attended  the  Annual  Meetings 
in  the  past  and  that  this  would  offer  some  inducement 
for  them  to  participate  and  indicate  to  them,  as  a group, 
that  the  society  is  interested  in  their  welfare,  cognizant 
of  their  difficulties  in  establishing  practice  and  in  devot- 
ing time  and  expenditure  to  attend  the  meetings. 

QUESTION:  When  are  the  Reference  Gommittee 
meetings  going  to  be  held? 

ANSWER;  It  is  anticipated  that  they  will  be  held 
Wednesday  afternoon,  April  28,  1965,  during  the  scien- 
tific sessions;  also  Thursday  afternoon,  April  29,  1965 
and  Friday  afternoon,  April  30,  1965. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Association  invite  a Professional  Goaches  and  Train- 
ers Association  (representative(s))  to  attend  the  Annual 
Meeting  sessions  on  athletic  medicine,  particularly  Fri- 
day afternoon,  April  30,  1965;  that  members  (Associa- 
tion) who  have  belonged  two  years  or  less  be  guests  of 
specialty  lunches  of  their  individual  choice,  the  specialty 
groups  to  pick  up  the  cost  of  the  tickets  collected  and 
given  credit  therefor  on  remuneration  by  ArMA;  that 
the  convening  of  the  first  House  Meeting,  Wednesday, 
April  28,  1965,  be  changed  to  8 A.M.;  and  that  the 
bowling  and  golf  tournaments  be  rescheduled  for  Sat- 
urday afternoon.  May  1,  1965. 

COMMUNICATIONS 

Kerr-Mills  Implementation 

The  Arizona  Hospital  Association,  by  resolution  adopt- 
ed October  23,  1964,  strongly  endorses  substantial  finan- 
cial implementation  of  the  Kerr-Mills  bill  in  1965  by  the 
Arizona  Legislature. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Association  lend  its  full  support  and  do  everything 
in  its  power  to  have  implemented  Kerr-Mills  legislation 
during  the  next  session  of  the  Arizona  State  Legislature, 
giving  it  No.  One  priority;  and  that  Governor  Fannin, 
Governor-elect  Goddard  and  each  members  of  the  27th 
Arizona  State  Legislature  be  informed  of  ArMA’S  wish 
in  this  regard. 

Blue  Shield  Recommendation 

The  Blue  Shield  Board  of  Directors,  in  meeting  held 
November  21,  1964,  accepted  and  unanimously  passed 
the  recommendation  of  its  Professional  Gommittee  tliat 
any  participating  or  cooperating  physician  expelled  from 
his  local,  state  or  national  professional  association  for 
misconduct  be  automatically  terminated  as  such  par- 
ticipating or  cooperating  physician  in  Arizona  Blue 
Shield. 

It  was  regularly  moved  and  unanimously  carried  that 
we  request  the  Ghairman  of  the  Professional  Gommittee 
of  the  Blue  Shield  to  take  action  on  tliis,  if  he  has  any 
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information  that  proports  unprofessional  conduct;  re- 
minding him  that  as  a member  of  tlie  Arizona  Medical 
Association,  if  he  has  such  information  that  he  has  an 
obligation  to  report  it. 

Director  of  Health  — Department  of  Public  Instruction 

Mrs.  Lois  O.  Kitrell,  Health  Chairman,  Arizona  Con- 
gress of  Parents  and  Teachers  (Phoenix),  by  letter  dated 
December  3,  1964,  submits  documentation  in  support 
of  the  need  for  a director  of  health  in  the  State  Depart- 
ment of  Public  Instruction.  Association  support  is  sought. 

Authorized  referred  to  the  Professional  Committee  for 
review  and  recommendation. 

Professional  Committee 

OTHER  BUSINESS 

Determined  to  extend  an  invitation  to  Jack  E.  Brooks, 
M.D.,  Chairman,  Professional  Committee,  to  meet  with 
this  Board  at  his  convenience. 

Referred  to  the  Professional  Committee,  possibly 
through  its  Subcommittee  on  Public  Health,  a request 
that  it  give  consideration  to  possible  revision  of  the 
examination  requirements  for  certification  of  food  han- 
dlers, and  submit  its  recommendation(s)  to  this  Board. 
Legislative  Committee 

Dr.  Brewer  reported,  for  the  information  of  the  Board, 
that  the  Legislative  Committee  will  be  asked  to  consider 
a piece  of  legislation  to  be  introduced  which  would  ask, 
as  a referendum,  via  the  State  Legislature,  that  Section 
18,  Chapter  10  of  the  Arizona  Constitution  be  rescinded. 
This  is  a section  under  the  Labor  Act  and  it  has  to  do 
with  the  hiring  of  alien  citizens  by  state  institutions.  It 
was  discussed  at  the  Arizona  Town  Hall  session,  finally 
approved  as  a subject  for  study.  It  will  affect  our 
medical  school  and  our  state  hospital  and  all  of  the 
county  hospitals  to  allow  them  to  hire  Canadian  nurses, 
foreign  interns,  etc. 

ADJOURNED  AT  3:50  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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24-HOUR  AMBULANCE  SERVICE  ® AL  4-4111 
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Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave..  Phoenix 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 


TRUST  DEPARTMENT 


RESOURCES  $1  BILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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Itledical  CeHtet  OC-l^aif  and  Clinical  ^ahei-atei-if 

1313  Nortli  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 
CLINICAL  PATHOLOGY 
ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 


X-RAY  THERAPY 
TISSUE  PATHOLOGY 
BASAL  METABOLISM 

Martin  L.  List,  M.D.,  Radiologist 


Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  Va  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 


BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  ‘SOMA’  COMPOUND  plus  CODEINE;  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Cocfe/ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodof-l\V.e  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne— Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

aWl  WALLACE  LABORATORIES 
WA  C ran  bury,  N.  J. 
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TUBERCUUN,TINETEST 


(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 
practical — can  be  administered  by  nurses  or  other  personnel 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  Site 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

S635-5 
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My,  yes!  I’m  not  tired  out  anymore. 


Headaches  still  bother  you? 


at  all.  I feel  wonderful! 


Mmm.  Normal.  Must  be  taking 
your  Regroton. 


One  a day  at  breakfast. 
Sure  is  easy  on  me. 


!.  I m cutting  you  down  to 
a tablet  daily. 


Thanks  for  everything,  Doctor. 
See  you  on  the  3rd. 


...excellent  response  to  Regroton, 
from  196/1 20  to  145/90. 


oosition:  Each  tablet  contains  chlorthalidone, 
g.,  and  reserpine,  0.25  mg. 
raindications:  History  of  mental  depression, 
rsensitivity,  and  most  cases  of  severe  renal 
ipatic  diseases. 

'/ng;  Discontinue  2 weeks  before  general 
thesia,  1 week  before  electroshock  therapy, 
f depression  or  peptic  ulcer  occurs. 
autions:  Reduce  dosage  of  concomitant  anti- 
rtensive  agents  by  one-half.  Discontinue  if 
lUN  rises  or  liver  dysfunction  is  aggravated, 
irolyte  imbalance  and  potassium  depletion 
occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details, see  the  complete  prescribing 
information. 


AvaHabitity:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  bre.nki.rst, 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  anu 
Kakaviatos.  N.:  The  value  of  chlorthsi  ,'t.,:nc  pT- : 
reserpine  in  moderately  severe  and  U'  ■. 

tension:  A two  year  study.  PresCi'iK'.'  ■ 
Inter-American  Congress  of  r.-.ii'Mi.  .:'.  : •. 

June  14—19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemic.T:  0 ‘i  ■ 

Ardsley,  New  York 


Superior  to  other  antihypertensives  in 
I 76  of  80  patients  during  a 2-year  study 


Geigy 


not  all  but  z^hiost 
bacterial  respiratory 
tract  infections 
yield  to* — > 


therapeutically 
the  <i^hCost  active 
erythromycin 


In  the  patient,  Ilosone  eradicates^  rather  than  merely  inhibits,  streptococci  and  pneu- 
mococci. This  increased  action  is  due  to  the  fact  that  more  erythromycin  reaches 
the  infection  site  because  Ilosone  (i)  is  acid  stable  in  the  stomach,  even  in  the  pres- 
ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 

Ilosone  produces  peak  levels  of  antibacterial  activity  two  to  Jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  these  peak  levels  are  attained  earlier 
with  Ilosone  and  are  maintained  much  longer. 


Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract. 
Although  allergic  manifestations  are  uncommon 
with  the  use  of  erythromycin,  there  have  been 
occasional  reports  of  urticaria,  skin  eruptions, 
and, on  rare  occasions,  anaphylaxis.  Contraindi- 
cations: Ilosone  is  contraindicated  in  patients 
with  a known  history  of  sensitivity  to  this  drug 


and  in  those  with  preexisting  liver  disease  or  dys- 
function. Dosage:  Children  under  pounds — 

5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  to  50  pounds — 125  mg.  every  six 
hours.  Adults  and  children  over  §0  pounds — 250 
mg.  every  six  hours.  For  severe  infections,  these 
dosages  may  be  doubled.  Ilosone  Chewable  tab- 
lets should  be  chewed  or  crushed  and  swallowed 
with  water. 

ILOSONE® 

ERYTHROMYCIN  ESTOLATE 

Additional  information  available  to  physicians 
upon  request. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.  S.A. 
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Original  Articles 


OPEN  VALVULOTOMY  LOR  MITRAL  STENOSIS 

The  presenl  slaTus  of  a decision  towards  "open  or  closed"  routine  cardiac  surgery 
for  mitral  stenosis  remains  unsettled.  Fingure  fracture  with  the  additive  use  of  the 
Gerbode  dilator  may  well  produce  a satisfactory  result  in  the  minimally  calcified 
mitral  valve.  However,  in  this  review  an  excellent  result  in  twenty-eight  open 
valvulotomies  for  mitral  stenosis  with  a surgical  mortality  of  four  per  cent  is  re- 
ported. Careful  study  of  the  surgical  pathology  of  the  mitral  valve  in  the  twenty- 
eight  patients  is  believed  to  substantiate  the  need  for  direct  vision  surgery  in 
securing  the  best  possible  valve  repair.  As  surgical  technique  and  prosthetic  valves 
improve,  cardiac  surgery  of  the  future  will  quite  likely  substantiate  this  fine  surgical 
review. 


ROBERT  M.  ANDERSON,  AA.D. 


JAMES  M.  FRITZ,  M.D. 


JAMES  E.  O'HARE,  M.D. 


INTRODUCTION 

Direct  vision  repair  of  mitral  stenosis  using 
cardiopulmonary  bypass  has  been  done  in  twen- 
ty eight  cases  in  Tucson  in  the  last  two  years. 
This  experience  has  given  evidence  of  the  su- 
periority of  this  method  over  such  techniques 
as  “finger  fracture”  and  “dilator  fracture””*^’  of 
the  stenotic  mitral  valve.  The  open  technique, 
as  well  as  giving  improved  hemodynamic  re- 
sults, allows  security  against  clot  and  calcific 
embolism  and  gives  the  opportunity  for  replace- 
ment of  valves  not  suitable  for  repair. 

Closed  procedures  not  only  fail  to  relieve  the 
stenosis  in  many  cases  but  destroy  valves  that 

Departments  of  Surgery  St.  Marys  and  Tucson  Medical  Center 
Hospitals  and  Department  of  Zoology,  University  of  Arizona, 
Tucson,  Arizona. 


would  have  been  benefited  by  open  repair.  Un- 
successful closed  commissurotomy  is  a hazard  to 
future  open  surgery  as  the  adhesions  contribute 
to  postoperative  bleeding  and  make  exposure 
difficult. 

The  superiority  of  open  valvulotomy  is  in  ac- 
cord with  the  experience  of  Kay,  Rodringuez, 
Haghighi,  Suzuhi,  and  Zimmerman‘S’’  who  re- 
ported physiological  studies  showing  hemody  na- 
mic improvement  in  ninety  percent  of  open  re- 
pairs and  only  fifty  two  percent  in  closed  mitral 
valvulotomies. 

A study  of  twelve  normal  and  twenty  se\'en 
rheumatic  mitral  stenosis  valves  discloses  ana- 
tomic and  pathologic  reasons  for  the  difference 
in  results.  This  study  shows  that  mitral  stenosis 
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is  from  a puckering  of  the  mitral  ostium  and  not 
from  fusion  of  two  valve  leaflets.  The  anatomic 
findings  discredit  the  rationale  of  closed  mitral 
commissurotomy. 

CLINICAL  EXPERIENCE 

All  twenty  eight  patients  undergoing  open 
mitral  valvulotomy  were  in  class  III  or  IV 
(Table  I).  All  patients  seen  by  us  in  these  cate- 
gories underwent  open  surgery  except  one.  A 
forty  seven  year  old  man  who  was  regarded  as 
a poor  open  heart  risk  because  of  a pulmonary 
artery  pressure  above  his  systemic  blood  pres- 
sure in  the  presence  of  low  cardiac  output  from 
calcific  mitral  stenosis.  A closed  “Gerbode  Di- 


made worse  by  surgery.  She  has  evidence  cf 
wide  open  mitral  insufficiency  with  clinical  de- 
terioration. She  is  scheduled  for  valve  replace- 
ment in  the  near  future.  Valve  replacement  was 
done  in  only  one  patient.  Valvulotomy  left  this 
valve  unsupported  and  insufficient.  Two  patients 
claim  clinical  improvement  but  do  not  show  sig- 
nificant x-ray  or  electrocardiograph  improve- 
ment. Two  patients  who  do  show  marked  im- 
provement have  a grade  II  systolic  murmur  of 
minimal  mitral  insufficiency  not  present  pre- 
operatively.  There  is  greater  female  preponder- 
ance (22  cases  to  6 males)  of  pure  mitral  steno- 
sis than  other  rheumatic  lesions  in  our  series. 


lator”  procedure  was  done  on  him  with  very 
limited  improvement. 

The  mortality  in  the  twenty  eight  patients 
was  slightly  less  than  four  percent.  There  was 
only  one  death  in  the  series;  a forty  seven  year 
old  woman  who  had  had  a closed  commissuro- 
tomy with  temporary  improvement  four  years 
earlier.  She  had  moderate  pulmonary  hyperten- 


Although  the  ages  ranged  from  fifteen  to  sixty 
one  years  three  fourths  were  over  forty  years  of 
age.  The  six  cases  which  had  previous  mitral 
surgery  contain  the  death  and  poor  result.  This 
is  too  small  a series  to  be  statistically  significant 
but  the  technical  problems  with  all  six  cases  and 
experience  with  reoperation  for  other  heart  ail- 
ments leaves  no  doubt  that  the  adhesions  are  a 


sion  and  some  calcification  of  her  valve.  Her 
cardiac  failure  death  was  contributed  to  by  ex- 
cessive post-bypass  bleeding  from  old  adhesions 
as  well  as  by  her  far  advanced  cardiac  disease 
and  the  pulmonary  vascular  changes.  Twenty 
four  of  twenty  eight  patients  show  marked  clini- 
cal improvement  and  have  x-ray  and  objective 


real  problem.  Separation  of  adhesions  is  time 
consuming  and  there  is  also  danger  of  injury  to 
coronary  vessels  as  they  are  more  firmly  attached 
to  the  fibrous  adhesions  than  to  the  underlying 
friable  heart  muscle.  The  mobility  of  the  heart 
in  the  pericardial  sac  is  also  decreased  making 


evidence  of 

excellent 

results. 

One  patient 

was  exposure  difficult. 

Patient 

Sex 

Age 

Table  1.  OPEN  MITRAL  VALVULOTOMIES 
Previous  Clots  in  Calcific 

Post-op 

Result 

1. 

A.S. 

F 

49 

Siu-gery 

Yes 

Atrium 

Valve 

Emboli 
or  S.B.E. 

Improved 

2. 

N.F. 

F 

46 

— 

— 

Yes 

— 

Improved 

3. 

A.D. 

M 

26 

— 

— 

— 

— 

Minimal  M.I. 

4. 

D.M. 

M 

15 

— 

— 

— 

— 

Improved 

5. 

E.B. 

F 

46 

— 

— 

— 

— 

Improved 

6. 

H.K. 

F 

55 

— 

— 

Yes 

— 

Improved 

7. 

K.L. 

F 

41 

— 

— 

__ 

— 

Improved 

8. 

C.E. 

M 

41 

— 

— 

— 

— 

Improved 

9. 

H.B. 

F 

48 

Yes 

— 

Yes 

— 

Died 

10. 

M.P. 

F 

61 

— 

Yes 

Yes 

— 

Improved 

11. 

J.M. 

F 

32 

Yes 

— 

Yes 

— 

Made  Worse 

12. 

V.W. 

F 

32 

— 

— 

— 

— 

Minimal  M.I. 

13. 

J.A. 

M 

39 

— 

— 

— 

— 

Improved 

14. 

H.M. 

F 

59 

— 

— 

Yes 

— 

Improved 

15. 

M.D. 

F 

49 

— 

Yes 

Yes  Post  op  fever 

Improved 

16. 

M.C. 

F 

49 

Yes 

— 

Yes 

— 

Improv'ed 

17. 

A.T. 

M 

41 

— 

Yes 

— 

— 

Improved 

18. 

M.C. 

F 

58 

— 

— 

— 

— 

Improved 

19. 

N.D. 

F 

26 

— 

— 

— 

— 

Improved 

20. 

C.S. 

F 

52 

— 

Yes 

— 

— 

Improved 

21. 

A.M. 

F 

48 

— 

— 

— 

— 

SI.  Imp. 

22. 

J.M. 

F 

39 

Yes 

— 

— 

— 

Improved 

23. 

S.A. 

F 

26 

Yes 

— 

— 

— 

Improved 

24. 

C.M. 

F 

58 

— 

— 

Yes 

— 

Improved 

25. 

C.J. 

F 

54 

— 

— 

— 

— 

SI.  Imp. 

26. 

F.A. 

F 

43 

— 

— 

— 

— 

Impro\ed 

27. 

H.G. 

F 

46 

— 

— 

Yes 

— 

Improved 

28. 

W.A. 

M 

47 

- 

— 

— 

— 

Impro\ed 
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Ten  valves  had  minimal  to  moderate  calcific 
deposits  the  major  portion  of  which  was  removed 
by  rongeurs  and  currette.  Four  of  the  patients 
had  large  left  atrial  clots  which  most  surely 
would  have  caused  embolization  if  they  had 
been  done  closed.  There  was  no  postoperative 
embolism  in  any  of  the  cases.  The  four  patients 
who  had  had  strokes  from  emboli  preceding 
surgery  all  had  transient  recurrance  of  their  old 
stroke  signs  in  the  first  few  postoperative  days 
but  no  permanent  evidence  of  deterioration.  No 
case  has  had  subacute  bacterial  endocarditis. 
One  obscure  postop.  fever  recurred  for  6 weeks. 

Ausculatory  findings  are  not  always  good  in- 
dicators of  improvement  but  there  is  a much 
higher  incidence  of  absence  of  diastolic  mur- 
mur, disappearance  of  opening  snap  and  de- 
crease in  the  mitral  first  sound  in  cases  done 
under  direct  vision.  In  all  these  cases  of  pure 
mitral  stenosis  the  left  ventricle  was  unusually 
small  showing  the  effect  of  low  cardiac  output 
over  an  extended  time.  Many  of  these  small 
ventricles  would  not  have  easily  accommodated 
a Starr-Edwards  valve.  In  spite  of  this  our  re- 
sults might  have  been  improved  if  the  patient 
who  died  and  the  one  made  worse  had  had  a 
primary  valve  replacement. 

Open  mitral  valvulotomy  has  been  a reward- 
ing and  gratifying  procedure  with  low  risk  and 
few  complications. 

SURGICAL  PATHOLOGIC  ANATOMY  OF  THE 
MITRAL  VALVE 

Surgical  pathologic  anatomy  of  the  mitral 
valve  was  studied  in  twelve  normal  hearts,  the 
twenty  eight  stenotic  valves  in  the  clinical  series 
and  three  additional  pathologic  specimens. 

The  results  of  any  repair  of  mitral  stenosis  is 
limited  by  the  pathologic  anatomy  of  this  lesion. 
Distortion  from  rheumatic  fever  makes  it  impos- 
sible to  return  the  valve  to  normal  but  optimal 
surgery  can  significantly  improve  its  function. 

So  called  mitral  commissurotomy  has  its  ra- 
tionale in  the  fallacy  that  the  mitral  valve  is  a 
two  flap  valve,  the  flaps  of  which  fuse  together 
at  the  commissures,  when  injured  by  rheumatic 
fever,  resulting  in  stenosis.  Also  based  on  fallacy, 
repair  is  supposedly  by  separation  of  these  two 
leaflets  at  their  point  of  fusion  returning  the 
valve  to  normal. 

Instead  the  mitral  valve  is  a sleeve  valve  and 
stenosis  results  from  narrowing  of  the  entire  cir- 
cumference of  the  free  edge  of  the  sleeve  from 
scar  tissue  contractions  making  the  opening 
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small.  Repair  is  by  byvalving  the  contracted 
sleeve  thus  creating  a two  flap  valve  by  clefts 
not  present  normally.  The  valve  is  not  restored 
to  its  normal  configuration  by  these  incisions 
whether  done  under  direct  vision  or  by  closed 
methods. 

Figure  I shows  the  sleeve  configuration  of  all 
valves  examined.  Even  when  the  valve  is  seen  in 
one  dimension  from  above  it  is  evident  that  the 
valve  cuff  is  almost  as  wide  from  the  commissure 
to  the  annulus  as  the  width  of  the  mural  leaflet. 
The  cordae  arise  from  papillary  muscles  at  the 
commissure  and  one  goes  directly  to  the  com- 
misure  giving  support  to  both  “leaflets”  of  the 
mitral  valve.  In  effect  the  commisure  is  on  the 
longest  most  supported  portion  of  the  sleeve. 
Even  though  there  are  fenestrations  between 
cordae  at  the  commissures  there  is  no  cleft  sepa- 
rating one  leaflet  from  the  other.  Creation  of  a 
cleft  in  the  valve  at  the  commisure  makes  the 
newly  created  edge  free  of  cordae  insertion  and 
thus  poorly  supported.  Extending  the  cleft  by 
splitting  the  central  cord  down  to  the  papillary 
muscle  further  reduces  the  mitral  suspension  and 
support  of  the  two  “leaflets”  at  the  commissures. 

Figure  2.  shows  a typical  commisure  showing 
the  central  cord,  with  its  support  to  both  sides, 
the  fenestrations,  the  solid  valve  width  between 
the  central  cord  and  the  annulus  and  the  papil- 
lary muscle  which  gives  support  to  both  leaflets. 
The  orifice  for  blood  flow  through  the  mitral 
valve  is  primarily  between  the  two  major  papil- 
lary muscles  and  not  via  the  fenestrations  at  the 
commisure. 

Mitral  stenosis.  Figure  2,  is  from  scarring  and 
contraction  of  the  entire  ostium  of  the  valve 
sleeve  and  not  fusion  at  the  commissures.  The 
puckering  of  ones  lips  to  decrease  the  mouth  ori- 
fice to  whistle  rather  than  fuseing  the  corner  of 
the  mouth  is  a good  analogy  of  what  really  hap- 
pens in  mitral  stenosis.  The  valve  edge  of  the 
entire  sleeve  shortens,  the  valve  between  the 
papillary  muscles  shortens,  the  fenestrations  be- 
tween the  cordae  become  closed  by  scar  tissue 
thickening  and  contracting,  the  valves  then,  over 
a period  of  time,  become  thick  and  rigid  with 
scar  tissue  and  calcific  deposits.  A funnel  with 
a small  rigid  ostium  results.  It  is  noted  that  the 
cordae  in  the  stenotic  valve  still  insert  at  the 
edge  of  the  ostium  not  back  away  from  it  as 
they  would  if  the  narrowing  was  merely  a fusion 
of  the  two  sides.  Also  the  rim  of  valve  tissue  be- 
tween the  commissure  and  the  annulus  remains 
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VALVULOTOMY 

Surgery  for  mitral  stenosis  consists  of  making 
two  incisions  bivalving  the  sleeve  valve,  Figure 
2.  These  incisions  clone  open  or  closed  are  the 
creation  of  clefts  in  the  sleeve  not  present  in  the 


lus.  Ideally  the  cord  to  the  commissure  is  split 
into  two  cords  down  to  and  occasionally  includ- 
ing the  papillary  muscle.  In  effect  the  sleeve 
valve  is  transformed  into  a two  flap  valve.  It  is 


Fig.  U 
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not  restored  to  its  original  confignration  as  the 
t\^'o  clefts  created  are  peripheral  to  the  cordae 
insertions. 

Direct  vision  repair  allows  the  best  chance  of 
con\^rting  the  “sleeve”  mitral  valve  into  a non- 
stenotic  sufficient  two  flap  valve.  Closed  tech- 
niques leave  the  location  of  the  newly  created 
clefts  to  chance.  Blind  tearing  results  in  improve- 
ment in  some  cases  but  many  valves  which  could 
have  been  satisfactorily  repaired  open  are  dam- 
aged and  destroyed.  Furthermore  closed  prece- 
dures  do  not  allow  removal  of  calcific  material 
and  excess  scar  tissue.  They  do  not  eliminate  the 
hazard  of  clot  and  calcific  emboli  nor  do  they 
allow  valve  replacement  where  a satisfactory  re- 
pair is  not  possible. 

There  is  no  question  as  to  which  procedure  is 
the  one  of  choice  as  long  as  the  mortality  rate  of 
the  two  techniques  is  the  same.  Increasing  ex- 
perience is  decreasing  the  hazard  of  all  groups 
using  cardiopulmonary  bypass  so  that  open  re- 
pair will  be  increasingly  available  with  improv- 
ed results.  The  fact  that  stenotic  mitral  valves 
will  probably  never  be  returned  to  a perfectly 
normal  state  makes  replacement  attractive. 

When  more  nearly  perfect  prostheses  are  avail- 
able it  will,  no  doubt,  be  best  to  replace  all 
diseased  mitral  valves. 

The  current  defects  in  prosthetic  valves  that 
make  them  acceptable  only  where  valvuloplasty 
cannot  be  done  well  are: 

1)  5 to  8 % embolic  phenominum 

2)  Necessity  of  life  time  anticoagulents. 


CARDIOLOGIST  RELATES  METHODS  HE  USES 
TO  DISSUADE  PATIENTS  FROM  SMOKING 

The  methods  he  uses  in  efforts  to  discourage  his  patients  from  cigarette 
smoking  are  related  in  an  article  by  the  noted  Boston  cardiologist,  Howard  B. 
Sprague,  M.D.,  which  the  American  Heart  Association  has  reprinted  for  distri- 
bution to  physicians. 

The  article,  “What  I Tell  Aly  Patients  About  Smoking,”  first  appeared  in  the 
October,  1964  issue  of  the  Heart  Association’s  publication.  Modern  Concepts 
of  Cardiovascular  Disease.  In  addition  to  suggesting  various  ways  to  dissuade 
patients  from  smoking.  Dr.  Sprague  lists  “behavior  categories”  of  habitual  smok- 
ers which  many  other  physicians  will  doubtlessly  find  familiar. 

Copies  of  the  article  may  be  obtained  free  of  charge  from  the  Arizona  Heart 
Association  or  American  Heart  Association. 


3 ) Increased  incidence,  3 to  5%,  of  subacute 
bacterial  endocarditis  with  foreign  body 
in  heart. 

4 ) Significant  pressure  gradients  exist 
across  prosthetic  valves.  Lewis  reports 
in  excess  of  20  mm.  of  water  on  Starr 
valves  during  e.xercise.'^’ 

5)  Inadequate  room  in  the  small  ventricles 
present  in  mitral  stenosis  to  accommo- 
date the  prosthesis. 

SUMMARY 

I Clinical  experience  has  shown  that  open  mi- 
tral valvulotomy  is  the  repair  of  choice  for 
rheumatic  mitral  stenosis  at  this  time. 

II  A study  of  the  pathology  and  anatomy  of  the 
mitral  valve  discredits  the  rationale  of  closed 
techniques. 

HI  Basic  defects  in  currently  available  replace- 
ment valves  limit  their  use  to  a small  per- 
cent of  mitral  stenosis  cases. 
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Total  replacement  of  destroyed  heart  valves 
with  a ball  valve  prosthesis  currently  is  the  most 
satisfactory  treatment  for  acquired  valvular  dis- 
ease of  the  heart  when  medical  management  or 
previous  surgery  have  failed.  This  report  reviews 
an  experience  during  the  past  eighteen  months 
with  124  such  patients  having  the  mitral  or  aortic 
valve  replaced  either  with  the  Starr-Edwards 
ball  and  seat  valve“’^'  or  a sutureless  type  of  ball 
valve  developed  by  Magovern'®\  Seventy-two 
patients  had  aortic  valve  replacement  and  52  had 
mitral  valve  replacement.  Valve  replacement  was 
reserved  for  only  those  patients  with  mitral  dis- 
ease who  had  dense  calcification  and  loss  of 
valve  substance,  or  when  annuloplasty  was  not 
considered  practical.  All  patients  undergoing 
operation  for  acquired  aortic  valve  disease  had 
total  valve  replacement  since  reconstructive  pro- 
cedures on  the  valve  are  usually  unsatisfactory. 

From  the  Cora  and  Webb  Mading  Deirartment  of  Surgery, 
Baylor  University  College  of  Medicine,  and  the  Surgical  Service 
of  St.  Luke’s  Episcopal  Hospital,  Houston,  Texas. 

Supported  in  part  by  the  U.  S.  Public  Health  Service  (HE- 
05435)  (HE-03137)  and  (HE-05387). 

Presented  at  the  Cardiology  Symposium  of  the  Good  Samari- 
tan Hospital  Cardiopulmonary  Laboratory,  Phoenix,  Arizona, 
January  23,  1964. 


All  patients  had  progressive  cardiac  deterioration 
and  many  had  intractable  heart  failure  manifest- 
ed by  pulmonary  congestion,  hepatomegaly,  and 
even  ascites  despite  medical  treatment. 

Clinical  Data 

The  age  range  in  the  77  male  and  47  female 
patients  was  from  15  to  72  with  over  60  per  cent 
between  35  and  55  (Table  I).  All  patients  gave 
a history  of  prolonged  pulmonary  or  hepatic  con- 
gestion, disabling  cardiac  arrhythmias,  intrac- 
table angina  or  syncopal  attacks  (Table  II). 
These  findings  presenting  in  various  combina- 
tions placed  70  patients  in  Class  III  and  44  pa- 
tients in  Class  IV.  The  severe  cardiac  functional 
impairment  present  in  all  patients  was  further 
substantiated  from  physiological  data  obtained 
from  heart  catheterization  and  associated  coro- 
nary insufficiency  evident  on  electrocardio- 
grams. No  patient  was  refused  treatment  because 
of  poor  myocardial  reserve  or  coronary  artery 
disease  when  physical  and  catheterization  data 
indicated  the  presence  of  a destroyed,  malfunc- 
tioning valve. 
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TABLE  I 

AGE  RANGE  IN  MITRAL  AND  AORTIC  VALVE 
REPLACEMENTS 

Type  of  Valve  Involvement 


Age  Range  by  Deeades  Mitral  Aortic 

10-19  - 3 

20-29  7 8 

30  - 39  12  8 

40  - 49  16  23 

50-59  15  16 

60-69  2 12 

70-79  - 2 

Total  52  72 


Surgical  Considerations 

The  technique  of  cardiopulmonary  bypass, 
consisting  of  a disposable  oxygenator,  five  per 
cent  dextrose  prime,  and  normothermia  now 
used  successfully  in  over  600  open  heart  opera- 
tions was  employed  in  all  valve  replace- 
ments'^’^'"’. Venous  outflow  was  obtained  by  vena 
caval  cannulation  and  return  of  oxygenated 
blood  was  by  the  common  femoral  artery.  The 
left  heart  was  vented  by  a cannula  placed  in  the 
apex  of  the  ventricle.  As  cardiopulmonary  bypass 
was  started,  the  left  heart  was  emptied  and  the 
aorta  cross-clamped  before  opening  the  heart  or 
aorta,  thus  preventing  air  embolism.  Myocardial 
perfusion  with  oxygenated  blood  was  used  for 
the  insertion  of  the  Starr-Edwards  aortic  pros- 
thesis by  cannulation  of  the  left  coronary  artery 


TABLE  II 

CLINICAL  DATA  IN  MITRAL  AND  AORTIC 
VALVE  REPLACEMENT 


Total  Number  of  Patients 

Mitral 

52 

Aortic 

72 

Number  of  patients  having: 
Left  heart  failure 

52 

60 

Pulmonary  edema 

22 

24 

Angina,  syncope, 
arrhythmias 

27 

28 

Right  heart  failure 

18 

10 

Coronary  artery  disease 

10 

22 

Previous  surgery 

20 

11 

Atrial  fibrillation 

32 

21 

Class  III  cardiac  function 

30 

40 

Class  IV  cardiac  function 

22 

32 

(Fig.  1).  The  Magovern  sutureless  valve  was  in- 
serted without  coronary  perfusion  since  the 
whole  period  of  bypass  was  less  than  15  minutes 
(Fig.  2).  In  cases  of  mitral  replacement  myocar- 
dial perfusion  was  accomplished  by  releasing  the 
aortic  clamp  after  the  heart  was  open  and  empty. 
The  technique  combining  normothermia  and 
myocardial  perfusion  usually  kept  the  heart  beat- 
ing quietly  at  a near-normal  rhythm  during  by- 
pass and  provided  for  almost  immediate  resump- 
tion of  normal  heart  action  upon  termination  of 
cardiopulmonary  bypass.  Care  was  again  exer- 
cised to  prevent  air  embolism  by  carefully  vent- 
ing and  refilling  the  heart  chambers  as  the 
cardiotomy  incision  was  closed. 
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Figure  2 


Figure  1 

Starr-Edwards  caged  ball  prostheses  used  for  (a)  mitral,  and 
(b)  aortic  valve  replacement.  The  sewing  ring  is  of  braided 
Teflon,  the  ring  and  cage  of  stainless  steel,  and  the  ball  of 
Silastic.  The  prostheses  are  sutured  to  the  valvular  annulus 
with  multiple  mattress  sutures  of  Dacron. 


Magovern  sutureless  aortic  valve  prosthesis  which  is  .similar  to 
the  Starr-Edwards  prosthesis  in  principle  but  has  multip!-  -siu' 
fixation  by  metallic  pins.  The  valve  is  positioned  in  tlie  r".iulus 
using  the  inserter  with  the  pins  retracted  as  in  (a'.  By_  twisting 
the  mechanical  inserter  the  pins  are  extended  securing  *"e  valve 
in  place  (b). 
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Mitral  Valve  Replacement.  Either  a left  or  a 
right  anterior  thoracotomy  was  employed.  When 
the  right  approach  was  used,  the  left  atrium  was 
opened  posterior  to  the  interatrial  groove,  while 
from  the  left,  the  valve  was  exposed  through  an 
atriotomy  posterior  to  the  appendage.  The  valve 
was  completely  excised,  and  the  ball  valve  pros- 
thesis sutured  to  the  annulus  with  interrupted 
2-0  Dacron  figure-of-eight  sutures. 

Aortic  Valve  Replacement.  A median  stern- 
otomy and  a transverse  aortotomy  were  employ- 
ed for  aortic  valve  exposure.  In  excising  the 
densely  calcified  valve  extreme  care  was  exer- 
cised to  remove  most  of  the  calcium  without 
weakening  the  aortic  wall  or  injuring  the  A-V 
conduction  bundle.  The  Starr-Edwards  valve 
was  then  sutured  to  the  annular  wall  with  in- 
terrupted figure-of-eight  sutures  of  size  2-0 
Dacron.  In  recent  aortic  valve  replacement,  the 
Magovern  sutureless  type  of  ball  and  seat  valve 
was  employed  with  great  simplification  of  fixa- 
tion and  lessening  of  bypass  time.  This  valve 
utilizes  multiple  curved  metallic  pins  for  fixation 
and  a more  secure  seating  of  the  valve  was  ob- 
tained eliminating  leaks  around  the  annulus. 

Results 

The  over-all  mortality  rate  of  18  per  cent  in- 
cluded both  early  and  late  deaths  (Tables  III 
and  IV).  In  the  first  22  operations  seven  deaths 
occurred  (32  per  cent),  whereas  in  the  last  102 
operations  there  were  15  deaths  (15  per  cent) 
of  which  5 occurred  during  the  hospital  stay  and 
10  occurred  as  late  deaths.  With  improvement 
in  surgical  management  and  technique  deaths 
which  occurred  in  an  early  experience  from  tech- 
nical errors  such  as  from  air  embolism,  hemorr- 
hage, and  heart  block  have  been  eliminated.  The 
chief  cause  of  death  in  the  early  postoperative 
period  was  myocardial  failure  which  occurred 
in  patients  with  enormous  hearts  in  whom  satis- 
factory cardiac  action  could  not  be  restarted 
after  valve  replacement,  and  others  died  of  in- 
tractable pulmonary  congestion. 

Late  deaths  were  due  chiefly  to  thromboem- 
bolic accidents,  infection,  or  detachment  of  the 
prosthesis  from  breakage  of  sutures.  Cerebral 
and  coronary  artery  embolism  caused  death  in 
two  mitral  replacement  patients,  and  following 
these  occurrences  prophylactic  anticoagulation 
was  employed  in  all  mitral  patients  postopera- 
tively.  One  other  late  death  in  an  aortic  valve 


TARLE  III 

MORTALITY  IN  MITRAL  AND  AORTIC  VALVE 

REPLACEMENT 

Valve 

Number  of 

Deaths 

Total 

Disease 

Patients 

Hospital 

Late 

Deaths 

(%) 

Aortic 

stenosis 

Aortic 

40 

3 

3 

6 

(15) 

insufficiency 

32 

3 

3 

6 

(19) 

Mitral 

stenosis 

Mitral 

12 

2 

0 

2 

(17) 

insufficiency 

40 

5 

3 

8 

(20) 

Total 

124 

13 

9 

22 

(18) 

TABLE  IV 

CAUSES  OF  DE  ATH  IN  MITRAL  AND  AORTIC 

VALVE  REPLACEMENT 
Early  deaths 
Myocardial  failure 

4 

Cardiac  arrhythmias 

2 

Hemorrhage 

2 

Air  embolism 

2 

Renal  failure 

1 

Coronary  artery  disease 

1 

Late  deaths 
Thromboembolism 

12 

3 

Infection 

2 

Detached  prosthesis 

2 

Dissecting  aneurysm 

1 

Myocardial  failure 

1 

Unrelated  cause 

1 

10 

patient  was  due  to  blockage  of  a coronary  os- 
tium by  a propagating  thrombus  from  the  ad- 
jacent prosthesis.  Systemic  infection  caused 
death  in  two  patients,  each  of  whom  had  a 
definite  history  of  subacute  bacterial  endocar- 
ditis. 

Eollow-up  examination  was  obtained  on  60 
patients  (40  aortic;  20  mitral)  operated  upon 
over  six  months  ago.  Thirty-eight  are  working 
full  time  and  are  virtually  free  of  symptoms 
while  17  are  working  part  time  or  are  doing 
normal  housework  and  have  minimal  symptoms 
such  as  mild  angina  or  dyspnea  only  on  exertion. 
Only  5 patients  continue  to  be  disabled,  although 
2 of  these  consider  themselves  improved  as  com- 
pared to  their  preoperative  state.  Two  others  de- 
veloped cerebral  embolic  accidents  from  which 
they  are  now  recovering,  while  one  patient  had 
a myocardial  infarction  with  subsequent  partial 
recovery.  Eollow-up  on  the  remaining  42  patients 
is  quite  short  or  incomplete  but  none  is  known 
to  be  disabled,  and  all  have  returned  to  normal 
activity.  Most  of  the  patients  no  longer  require 
special  diets,  or  diuretics  and  many  have  discon- 
tinued the  use  of  digitalis. 
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Discussion 

In  selection  of  patients  for  operation  few  con- 
traindications to  valve  replacement  were  accept- 
ed and  almost  all  patients  who  had  progressive 
disability  with  a destroyed  valve  were  consider- 
ed to  be  candidates  for  operation.  A higher  risk 
of  operation  was  expected  in  patients  having 
severe  pulmonary  hypertension,  marked  cardio- 
megaly,  pulmonary  edema  or  both  right  and  left 
heart  failure.  The  satisfactory  results  obtained 
even  when  these  associated  hazards  were  present 
justified  this  liberal  policy  in  selection  of  candi- 
dates for  valve  replacement.  Indeed,  valve  re- 
placement now  appears  to  be  justified  when  a 
severe  valve  deformity  is  present  before  some  of 
the  advanced  evidence  of  heart  failure  appears. 
For  all  patients  with  uncomplicated  or  “pure” 
mitral  stenosis  a transventricular  closed  mitral 
commissurotomy  was  attempted  as  the  proce- 
dure of  choice.  None  of  the  complications  or 
deaths  were  related  to  the  technique  of  cardio- 
pulmonary bypass.  The  advantages  of  the  sim- 
plified method  of  bypass  which  we  use  for  all 
open  heart  operations  were  fully  borne  out  in 
this  group  of  patients.  The  physiological  advan- 
tages included  freedom  from  bleeding  problems, 
electrolyte  disturbances,  and  cerebral,  renal,  and 
pulmonary  complications.  After  operation  pa- 
tients awakened  promptly  without  mental  con- 
fusion and  had  prompt  resumption  of  normal 
urinary  output. 

During  cardiopulmonary  bypass  efforts  were 
made  to  keep  the  heart  contracting  quietly  by 
using  controlled  myocardial  perfusion.  This  de- 
gree of  cardiac  activity  did  not  interfere  with 
the  intracardiac  repair;  resuscitation  at  the  ter- 
mination of  bypass  was  simplified  indicating 
good  myocardial  support;  and  there  was  less 
risk  of  an  unrecognized  conduction  injury.  In 
mitral  valve  replacements  this  desired  cardiac 
state  was  obtained  by  leaving  the  aorta  unoc- 
cluded during  bypass.  In  aortic  replacements 
perfusion  of  the  left  coronary  artery  produced 
the  same  beneficial  effect. 

In  recent  aortic  valve  replacements  the  suture- 
less Magovern  valve  was  used.  Since  less  than 
15  minutes  bypass  time  was  required  for  excision 
and  replacement  of  a diseased  valve,  coronary 
perfusion  was  omitted  entirely  in  these  instances. 
In  placing  this  type  of  valve  it  is  essential  that 
virtually  all  calcium  be  excised  from  the  aortic 
wall  to  produce  an  even  pliable  surface  for  the 
engagement  of  the  metallic  pins. 
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The  technique  combining  normothermia  and 
myocardial  perfusion  provided  prompt  resump- 
tion of  normal  heart  activity  upon  termination 
of  bypass  and  ventricular  fibrillation  occurred  in 
only  10  per  cent  of  instances.  When  defibrillation 
was  required,  the  direct  current  ( DC ) defibrilla- 
tor proved  superior  to  alternating  current  de- 
fibrillators in  providing  conversion  to  sinus 
rhythm.  The  DC  defibrillator  was  also  used  quite 
effectively  to  correct  atrial  fibrillation  occurring 
after  operation  in  patients  with  a previous  sinus 
rhythm.  The  simplicity  and  ease  of  conversion 
using  Town’s  method  of  synchronized  monopulse 
countershock'”  was  sufficiently  convincing  so 
that  at  the  present  time  no  patient  with  atrial 
fibrillation  or  flutter  is  dismissed  from  the  hospi- 
tal without  an  attempt  at  conversion.  If  cardio- 
version is  not  possible  before  dismissal  the  pa- 
tient is  returned  to  the  hospital  six  weeks  later 
for  elective  cardioversion.  The  majority  of  pa- 
tients therefore  ultimately  have  a sinus  rhythm 
after  valve  replacement. 

Prophylactic  anticoagulant  therapy  has  been 
used  in  all  mitral  replacement  patients  since  the 
occurrence  of  two  deaths  due  to  embolic  acci- 
dents. The  patients  with  aortic  valve  replace- 
ment have  not  routinely  received  anticoagulants 
after  operation.  Recently  a mild  embolic  acci- 
dent occurrfed  in  a patient  of  this  group,  so  pa- 
tients with  Starr-Edwards  aortic  replacements 
are  now  being  brought  back  for  anticoagulants. 
Thrombo-embolic  accidents  occurring  late  may 
ultimately  prove  to  be  the  major  disadvantage 
of  valve  replacement  with  synthetic  materials. 
The  sutureless  valve,  not  having  a cloth  sewing 
ring,  may  provide  better  protection  against  the 
late  complications  of  thrombosis  and  infection 
and  during  the  past  several  months  no  complica- 
tions have  occurred  with  this  valve.  Our  early 
experience  with  the  holding  properties  of  the 
Magovern  valve  is  favorable,  and  this  type  of 
fixation  may  prove  better  than  sutures  in  pre- 
vention of  late  detachment. 

Of  considerable  interest  was  the  marked  im- 
provement of  patients  pre\  iously  totally  disabled 
and  the  number  of  such  patients  now  pursuing  a 
full  time  occupation.  Late  or  persistent  cardiac 
failure  has  not  occurred  in  any  patient  in  the 
absence  of  complications  invob  ing  the  val\  e it- 
self. Late  complications  of  thrombosis,  infection 
and  prosthetic  detachment  occurred  in  patients 
who  were  apparently  benefited  by  operation 
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prior  to  the  complication.  Thus,  all  patients  sur- 
viving the  early  period  following  valve  replace- 
ment have  shown  marked  and  progressive  car- 
diac improvement,  and  except  for  late  complica- 
tions involving  the  prosthesis  itself,  all  patients 
undergoing  valve  replacement  have  been  greatly 
improved.  Control  of  the  incidence  of  late  com- 
plications should  be  possible  with  increasing  ex- 
perience, and  valve  replacement  then  would  be 
a highly  satisfactory  method  of  surgical  treat- 
ment of  acquired  valvular  disease  of  the  heart. 

Summary 

Total  replacement  of  either  the  aortic  or  mitral 
valve  with  a ball  and  seat  prosthesis  was  used 
in  124  patients  with  an  over-all  mortality  rate  of 
18  per  cent.  The  valves  were  all  inserted  during 
temporary  cardiopulmonary  bypass  under  nor- 
mothermic  conditions  using  five  per  cent  dex- 
trose prime,  eliminating  the  need  for  heparinized 
blood. 

The  early  or  hospital  mortality  declined 
steadily  as  improvements  in  surgical  technique 
and  management  developed.  All  patients  sur- 
viving the  initial  period  after  operation  were 
markedly  improved  in  cardiac  function  and  most 
of  those  under  60  years  of  age  returned  to  a full 


time  occupation.  Late  complications  and  deaths 
have  mostly  been  due  to  thrombosis,  infection 
and  detachment  developing  at  the  prosthetic 
site.  Only  one  late  death  has  been  due  to  cardiac 
failure. 

The  Starr-Edwards  prosthesis  was  used  for 
mitral  and  aortic  replacement.  A sutureless  type 
of  ball  valve  developed  by  Magovern  has  recent- 
ly been  used  for  aortic  valve  replacement  and 
offers  definite  advantages  in  ease  of  fixation. 
This  or  a similar  type  of  valve  may  ultimately 
offer  protection  against  late  complications  be- 
cause of  more  secure  fixation  and  absence  of  the 
plastic  sewing  ring  which  may  serve  as  a nidus 
for  infection  or  thrombus  formation. 
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MAY  15  IS  ABSTRACTS  DEADLINE 
FOR  AHA  SCIENTIFIC  SESSIONS 

May  15,  1965  is  the  deadline  for  submitting  abstracts  of  papers  to  be  pre- 
sented at  the  American  Heart  Association’s  1965  Scientific  Sessions,  scheduled 
for  October  15-17  in  the  Hotel  Americana,  Bal  Harbour,  Fla. 

Papers  should  be  based  on  original  investigations  in  the  cardiovascular  field 
or  related  to  such  studies.  Abstracts,  briefly  digesting  results  obtained  and  con- 
clusions reached,  should  be  limited  to  250  words. 

Forms  for  submitting  abstracts  of  papers  may  be  obtained  from  Richard  E. 
Hurley,  M.D.,  American  Heart  Association,  44  East  23rd  Street,  New  York,  N.Y., 
10010.  Applications  for  scientific  exhibit  space  are  also  available  from  Dr.  Hurley. 
These  must  also  be  returned  no  later  than  May  15,  1965. 

Space  for  industrial  exhibits  may  be  requested  through  Steven  K.  Herlitz,  Inc., 
850  Third  Avenue,  New  York,  N.Y.,  10022. 


98 


Arizona  Medicine 


Original  Articles 


Earle  B.  Kay,  M.D., 


Henry  A.  Zimmerman,  M.D. 


The  Surgery  of  Mitral  Valvular  Disease 


Dr.  Earle  B.  Kay  and  Dr.  F.  S.  Cross  developed  an  extracorporeal  machine  which  has  received  the  widest 
acceptance  of  any  such  device  to  date.  Dr.  Kay  has  long  emphasized  the  value  of  direct  vision,  mitral 
valve  surgery.  In  this  presentation  a critical  review  of  the  common  types  of  mitral  valvular  disease  with 
a comparison  of  the  "open"  and  "closed"  surgical  approach  was  made.  Dr.  Kay  and  Zimmerman  conclude 
that  a superior  long  term  result  was  obtained  with  direct  visualization  of  the  mitral  valve  in  every 
parameter  selection  for  evaluation.  A present  mortality  rate  of  2 percent  in  mitral  stenosis  and  3 percent 
in  mitral  insufficiency  is  impressive.  The  use  of  a meticulous,  valvuloplasty  technic  has  limited  the  need 
for  prosthetic  valve  replacement  with  its  attendant  complications  to  15  percent  of  the  series.  Dr.  Kay 
does  admit  to  a limited  experience  with  the  transventricular  dilator. 


The  advisability  of  surgery  in  mitral  valvular- 
disease  is  based  upon  the  clinico-pathologic 
course  of  the  disease  process  in  that  particular- 
patient,  its  degree  of  severity,  objective  evalua- 
tion studies  reflecting  the  progression,  the  risk 
of  surgical  correction,  and  the  operative  results. 
The  physician  must  determine  the  opportune 
time  for  surgical  intervention  and  weigh  the 
advantages  and  disadvantages  of  waiting  against 
the  advantages  and  disadvantages  of  surgery.  He 
must  be  well  aware  that  surgical  resirlts  are  de- 
pendent not  only  upon  the  efficacy  of  surgical 
technics  but  also  upon  the  status  of  the  heart 
and  lungs  at  the  time  of  operation. 

MITRAL  STENOSIS 

Dyspnea  in  a patient  with  mitral  senosis  indi- 
cates valvular  obstruction.  Symptoms  go  hand  in 
hand  with  worsening  of  the  pathologic  process, 
which  is  reflected  to  a greater  degree  upon  the 
pulmonary  vasculature  than  upon  the  myocar- 
dium. The  patient  and  his  physician  usually  have 
ample  warning  in  time  to  seek  surgical  relief 
prior  to  serious  cardiopulmonary  damage. 

Presented  at  The  Arizona  Heart  Association,  January  1964. 
From  the  Departments  of  Surgery  and  Medicine,  St.  Vincent 
Charity  Hospital,  Cleveland,  Ohio,  supported  by  a grant  from  the 
National  Heart  Institute  (H-4581). 


Opinion  differs  as  to  whether  the  results  of  the 
open  technic  are  sufficiently  better  than  the  clos- 
ed technic  to  warrant  its  use.  Opponents  of  the 
open  technic  state  that  it  is  more  complicated, 
costly,  and  associated  with  a higher  operative 
mortality.  Our  overall  operative  mortality  for 
comparable  defects  was  4 per  cent  for  the  closed 
technic  and  5.5  per  cent  for  the  open  technic. 
For  the  past  two  years  in  45  consecutive  patients, 
operated  by  the  open  technic,  it  has  been  reduc- 
ed to  2 per  cent.  The  surgical  correction  of  mitral 
stenosis  by  the  closed  technic  is  appealing  be- 
cause of  its  simplicity  and  ease  of  performance. 
However,  these  virtues  are  offset  by  its  failure  of 
accomplishment  in  patients  with  associated  re- 
gurgitation, calcification,  and  subvalvular  steno- 
sis. Failure  of  improvement,  partial  improx'e- 
ment,  and  the  high  re-stenosis  rate  requiring 
secondary  operations  has  caused  many  surgeons 
to  turn  to  the  open  technic  to  improve  their  re- 
sults. In  our  opinion  the  superiority  of  the  open 
technic  is  such  that  if  the  facilities  and  e.xperi- 
ence  for  open  operation  are  available,  there 
should  be  no  question  as  to  its  use. 

In  a previous  report,  '’  the  greater  benefit 
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accomplished  by  the  open  technic  was  demon- 
strated by  a comparative  analysis  of  the  results 
of  surgery  in  four  series  of  patients,  all  of  whom 
had  pre  and  postoperative  electrocardiographic, 
radiographic,  and  hemodynamic  examinations. 

Series  I consisted  of  100  patients  selected  at 
random,  50  of  whom  were  operated  by  the  clos- 
ed technic  and  50  by  the  open  technic.  Series  II 
consisted  of  50  consecutive  patients,  25  of  whom 
were  the  last  patients  undergoing  closed  mitral 
surgery  in  1957  and  1958  and  who  were  re- 
evaluated two  years  postoperatively,  in  contrast 
to  25  consecutive  patients  undergoing  the  open 
correction  during  the  years  1960  and  1961.  Pa- 
tients during  these  years  were  selected  for  it 
provided  at  least  a two  year  followup.  Maximum 
benefit  has  been  found  to  oecur  by  at  least  this 
period  of  time.  Far  greater  improvement  in  the 
electrocradiographic  findings,  heart  size  redue- 
tion,  and  altered  eardiopulmonary  hemodynam- 
ics was  noted  in  both  series  following  the  open 
technic.  (Fig.  1). 


POST  OPERATIVE  RESULTS 


Q CLOSED  TECHNIQUE 
□ OPEN  TECHNIQUE 

Figure  1 

Comparative  analyses  of  benefit  obtained  following  surgical  cor- 
rection of  mitral  stenosis  by  closed  and  open  technics.  Group  I 
consists  of  100  patients  selected  at  random,  50  of  whom  were 
operated  by  each  technic.  Group  II  consists  of  50  consequtive 
patients,  25  of  whom  were  the  last  to  be  operated  by  the  closed 
technic  and  25  by  the  open  technic  in  1960  and  1961.  Greater 
benefit  was  derived  in  each  category  following  the  open  technic. 

There  are  those  who  state  that  they  employ 
the  open  technic  for  the  complicated  valve  and 
the  closed  technic  for  the  simple  stenosis.  This 
is  an  attempt  to  develop  a classification  of  path- 
ologic findings  preoperatively,  which  we  believe 
cannot  be  done  with  a high  incidence  of  accur- 
acy. When  we  initially  attempted  to  follow  this 


policy  it  became  apparent  that  patients  were 
being  operated  by  the  closed  technic  who  would 
have  been  better  handled  by  the  open  technic. 
There  are  centers  attempting  to  make  this  classi- 
fication who  can  detect  with  great  accuracy 
those  valves  that  are  highly  calcified  and  those 
in  whom  associated  regurgitation  is  present. 
However,  we  doubt  that  preoperative  evaluation 
studies  are  sufficiently  accurate  to  delineate  be- 
tween those  patients  with  subvalvular  stenosis  as 
to  whom  can  or  cannot  be  effectively  operated 
by  the  closed  technic.  We  also  doubt  whether 
preoperative  examinations  can  determine  wheth- 
er or  not  any  given  stenotic  valve  may  become 
regurgitant  if  the  stenosis  is  relieved. 

Previous  analysis  of  the  pathology  present  at 
the  time  of  operation  revealed  61  per  cent  to 
have  varying  degrees  of  subvalvular  stenosis  in 
whom  there  was  not  only  fusion  of  the  com- 
misures,  but  in  addition,  fusion  of  the  leaflets  to 
the  contracted  fused  chordopapillary  structures 
into  a truncated  cone.  It  is  generally  recognized 
by  surgeons  that  such  defects  create  a formid- 
able problem  in  their  relief  regardless  of  the 
technic  used;  whether  it  be  by  means  of  a cut- 
ting instrument,  finger  fracture,  or  by  a dilator. 
Effective  opening  with  valvular  mobilization  can 
only  be  attained  by  the  precise  separation  of  the 
fused  cleavage  planes.  This  requires  visualiza- 
tion and  instrumentation  which  can  only  be  ae- 
complished  by  means  of  the  open  approach. 

Proponents  of  the  closed  technie  state  that  the 
results  are  as  effective  as  those  obtained  by  the 
open  technic  when  limited  to  fibrous  stenotic 
valves.  We  have  not  had  the  opportuniW  to  ex- 
amine any  published  data  pertinent  to  this  ob- 
servation. However,  from  comparison  of  our  own 
data.  Series  III,  in  which  50  patients  with  fib- 
rous valves  were  analyzed,  25  of  whom  w^ere 
operated  by  each  technic,  the  benefit  derived 
from  the  closed  technic  was  definitely  inferior  to 
that  from  the  open  technic.  (Fig.  2).  Figure  3 
demonstrates  the  average  pre  and  postoperative 
pulmonary  artery  pressures  with  rest  and  with 
exercise  in  patients  of  Series  III  with  fibrous 
valves.  The  far  greater  reduction  in  both  systolic 
and  diastolic  pressures  following  the  open  tech- 
nic is  quite  apparent. 

Still  others  state  that  if  the  closed  technic  is 
employed  in  patients  ^^'ith  fibrous  valves  in  the 
younger  age  group,  then  the  results  are  as  satis- 
factory. As  a consequence,  Series  IV  consisted  of 


100 


Arizona  Medicine 


Original  Articles 


POST  OPERATIVE  RESULTS 

GROUP  III.  (FIBROUS  VALVES) 


E3  CLOSED  TECHNIQUE 
□ OPEN  TECHNIQUE 

Figure  2 

Comparative  analysis  of  benefit  obtained  following  surgical  cor- 
rection of  50  patients  with  fibrous  valves,  25  of  whom  were 
operated  by  closed  technics  and  25  by  the  open  teehnic.  Greater 
benefit  was  derived  in  each  category  following  the  open  operation. 

50  patients  with  fibrous  valves  untJer  40  years 
of  age  — 25  of  whom  were  operated  by  each 
technic.  In  this  very  select  group  the  benefit 
from  operation  was  still  superior  in  those  operat- 
ed by  means  of  the  open  approach.  (Fig.  4). 

DISCUSSION 

Approximately  10  to  15  per  cent  of  the  valves 
are  so  destroyed  as  to  require  prosthetic  replace- 
ment. This  ean  be  determined  and  accomplished 
only  by  the  open  approach.  We  do  not  feel  that 
prosthetic  replacement  is  justified  if  the  patient’s 
own  valve  can  be  corrected.  Technically  it  is 
easier  to  exeise  the  valve  and  replace  it  with  an 
artificial  one.  However,  if  the  surgeon  is  willing 
to  spend  sufficient  time  and  study,  the  majority 
of  the  diseased  valves  can  be  functionally  cor- 
rected with  far  less  risk  and  complications.  An- 

MEAN  PULMONARY  PRESSURE  IN  MILLIMETER  OF  Hq 

SERIES  III  FIBROUS  VALVES 
CLOSED  TECHNIC 

P RE  - OPE  RAT  I VE  P OST-  OPE  RAT  IVE 


AT  REST  WITH  EXERCISE  AT  REST  WITH  EXERCISE 

54/25  69/35  38/16  59/31 

OPEN  TECHNIC 


PRE-OPERATIVE  POST-OPERATIVE 


AT  REST  WITH  EXERCISE  AT  REST  WITH  EXERCISE 

52/22  64/35  26/10  42/19 

Figure  3 

Comparative  analyses  of  hemodynamic  reduction  at  rest  and  with 
exercise  of  patients  with  fibrous  valves  in  Croup  III.  Greater  re- 
duction in  both  systolic  and  diastolic  pressures  at  rest  and  with 
exercise  followed  the  open  technic  surgical  correction. 


POST  OPERATIVE  HEMODYNAMIC  DATA 

GROUP  IV.  (FIBROUS  VALVES  UNDER  40  YRS.OFAGE). 
P.  A.  PRESSURE 

IMPROVED  <35i»i»  Hfl  < 50  •»  H, 

AT  R E S T c EXERCISE 


n CLOSED  TECHNIQUE 
□ OPEN  TECHNIQUE 

Figure  4 

Comparative  analyses  of  benefit  obtained  following  surgical  cor- 
rection of  50  patients  with  fibrous  valves  under  40  years  of  age, 
25  of  whom  were  operated  by  the  closed  technic  and  2.5  by  the 
open  technic.  Greater  benefit  was  obtained  in  those  patients  op- 
erated by  tbe  open  technic. 

other  10  to  15  per  cent  will  have  clotted  auricles 
that  may  prevent  the  closed  technic,  limit  its 
extent,  or  become  embolic. 

Our  experience  with  the  transventricular  di- 
lator has  not  been  extensive.  This  technic  does 
appear  to  improve  the  results  obtained  by  the 
closed  method,  but  not  greatly.  There  is  little 
reason  to  assume  that  a dilator  would  be  any 
more  effective  in  mitral  stenosis  than  it  was  in 
infundibular,  pulmonary,  or  aortic  stenosis,  all  of 
which  are  not  being  corrected  by  the  open  tech- 
nic. 

Initially  we  were  pleased  with  the  results  ob- 
tained by  the  closed  technic,  for  previously  little 
help  could  be  offered  these  patients.  With  in- 
creasing experience  we  became  more  critical  of 
its  limitations.  We  were  not  content  with  obtain- 
ing a valve  orifice  less  than  optimal  because  of 
the  inability  to  relieve  subvalvular  stenosis  suf- 
ficiently, or  not  opening  the  valve  greater  be- 
cause of  creating  regurgitation.  The  far  greater 
benefit  possible  by  the  open  technic  offsets  its 
supposed  disadvantages  of  being  more  compli- 
cated and  exacting,  and  certainly  as  far  as  the 
patient  is  concerned,  this  is  of  no  concern  if 
greater  health  can  be  restored. 

MITRAL  REGURGITATION 

Characteristic  of  regurgitant  valves,  sympto- 
matology does  not  go  hand  in  hand  \\ith  the 
pathological  process.  As  long  as  the  heart  is  able 
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to  compensate  for  the  valvular  dysfunction, 
symptoms  are  no^  produced  until  the  ability  for 
further  compensation  becomes  impaired  and  be- 
ginning myocardial  failure  ensues  even  though 
prior  to  this  there  has  been  progressive  myocar- 
dial deterioration.  Insufficient  emphasis  has  been 
placed  on  the  fact  that  cardiac  disease  is  com- 
pensated for  at  the  expense  of  cardiopulmonary 
reserve.  It  is  mandatory  for  physicians  caring  for 
patients  to  employ  periodic  objective  examina- 
tions to  determine  the  presence,  significance,  and 
clinical  course  of  cardiac  abnormalities.  Only  by 
this  policy  can  opinion  as  to  stability  or  progres- 
sion of  diseased  processes  be  attained  and  the 
opportune  time  for  surgical  intervention  be  de- 
termined. 

Opinion  as  to  the  role  of  surgery  in  the  treat- 
ment of  mitral  regurgitation  is  based  upon  the 
effectiveness  of  surgical  technics  employed  in 
preventing  progressive  deterioration  and  correct- 
ing existing  dysfunction.  The  degree  of  benefit 
attained  is  largely  dependent  upon  the  state  of 
the  disease  process.  The  best  results  are  obtained 
in  good  risk  patients  who  have  less  than  severe 
cardiomegaly,  reversible  pulmonary  vascular 
sclerosis,  and  a valvular  mechanism  amenable  to 
correction.  The  myocardial  component  of  val- 
vular dysfunction  cannot  be  over-emphasized. 

Success  in  the  surgical  correction  of  mitral  re- 
gurgitation is  dependent  upon  a thorough  knowl- 
edge of  the  pathologic  processes  responsible  for 
its  incompetence.  These  may  relate  to  the  valve 
leaflets,  the  annulus,  the  supporting  chordopapil- 
lary  structures,  and  the  myocardium.  The  path- 
ology of  the  “pure  regurgitant”  valve  differs 
markedly  from  that  of  the  “combined  stenotic 
regurgitant”  valve.  In  the  majority  of  instances 
more  than  one  contributing  factor  is  present. 
Success  is  dependent  upon  recognition  of  these 
factors  with  suitable  correction. 

There  have  been  conflicting  reports  as  to  the 
efficacy  of  various  technics  employed  in  the 
surgical  correction  of  mitral  regurgitation.  In 
our  experience  not  over  15  per  cent  of  the  pa- 
tients with  mitral  regurgitation  will  have  valvu- 
lar destruction  to  the  degree  requiring  valvular 
replacement.  The  poor  results  obtained  by  some, 
from  technics  directed  at  correcting  the  patient’s 
own  valve,  has  caused  them  to  turn  to  valve  re- 
placement with  an  artificial  prosthesis. Our 
success  with  valvuloplasty  technics  has  been 
such  that  we  prefer  to  employ  them  in  the  ma- 


jority of  instances  where  possible  rather  than  to 
use  artificial  valves  with  their  higher  operative 
mortality,  morbidity,  and  complications.'^'  It  may 
be  true  that  there  may  be  a higher  incidence  of 
recurrence  with  valvuloplasty  technics  as  com- 
pared to  valvular  replacement.  Even  so,  in  the 
final  analysis,  with  the  lower  operative  mortality 
and  the  fewer  complications,  it  is  our  belief  that 
a far  greater  number  of  patients  will  be  bene- 
fited by  this  policy.  Designating  surgical  tech- 
nics by  name  should  not  infer  that  the  technic 
is  necessarily  being  executed  in  a similar  man- 
ner, and  as  a consequence,  differences  in  opera- 
tive results  and  experience  would  be  anticipat- 
ed. A surgeon  will  employ  that  technic  which  in 
his  hands  will  most  likely  attain  the  best  results 
for  the  largest  number  of  patients. 

The  various  technics  employed  singly,  or  in 
combination,  in  the  surgical  correction  of  mitral 
regurgitation  are: 


Condition 
Annulus  dilatation 
with  valvular  prolapse 
(stretched  or  ruptured 
chordae  tendinae) 

Leaflet  tears 
Combined  stenosis  and 
regurgitation 

Destroyed  valves 


Technic 

Annulus  plication 
Chordae  shift  or  shortening 
Artificial  chordae  tendinae 
Leaflet  imbrication  or 
plication 
Repair 

Valvular  and  subvalvular 
mobilization 

Selective  annulus  plication 
Artificial  valves 


The  overall  operative  mortality  since  1957  in 


220  patients  has  been  6 per  cent,  which  has  been 
reduced  to  3 per  cent  in  the  last  78  patients 
operated  upon  in  1962  and  1963.  There  have 
been  no  early  or  late  complications  in  this  group. 
One  patient  ruptured  chordae  tendinae  follow- 
ing discharge  from  the  hospital  that  resulted  in 
acute  myocradial  failure  and  death.  Four  other 
patients  are  markedly  benefitted  but  still  have 
some  evidence  of  regurgitation.  These  results 
are  far  superior  to  what  can  be  attained  by  val- 
vular replaeement  even  though  six  patients  had 
artificial  valves  during  this  period  without  a | 
mortality  or  complication.  Eighty-four  per  cent  | 
of  the  patients  with  pure  mitral  regurgitation  ; 
have  obtained  clinical  improvement  and  72  per  | 
cent  hemodynamic  improvement.  Eighty  per 
cent  of  the  patients  with  combined  stenosis  and 
regurgitation  have  had  clinical  improvement  and 
74  per  cent  hemodynamic  improvement. 

The  pathology  of  the  regurgitant  mitral  valve 
differs  from  that  of  the  regurgitant  aortic  valve  | 
in  which  experience  has  demonstrated  that  one  ! 
must  resort  to  the  use  of  artificial  valves.  It  is  I 
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unquestionably  easier  to  excise  a valve  and  re- 
place it  with  an  artificial  one,  knowing  at  the 
completion  of  the  operation  that  the  valve  will 
be  competent.  In  our  opinion,  however,  at  least 
85  per  cent  of  the  defective  mitral  valves  can 
be  effectively  corrected  by  various  valvuloplasty 
technics  with  an  operative  mortality  of  approxi- 
mately 5 per  cent,  as  compared  to  an  operative 
mortality  of  approximately  20  per  cent  for  valvu- 
lar replacement.  A ball  valve  has  been  the  most 
effective  prosthesis  for  valvular  replacement 
when  needed.  Such  valves,  however,  not  only 
carry  a higher  operative  mortality  than  valvulo- 
plasty technics  but  in  addition  create  problems 
of  clotting,  embolism,  infection,  dislodgement, 
and  left  ventricular  outflow  obstruction.  They 
also  tend  to  be  obstructive  in  character,  particu- 
larly the  small  sizes,  and  have  a relatively  high 
opening  pressure.  This  creates  a problem  in 
mitral  valvular  replacement  in  some  patients 
with  regurgitation,  particularly  those  with  left 
ventricular  failure  and  high  end-diastolic  pres- 
sures. Such  patients  invariably  have  a lower 
auricular  pressure  than  patients  with  mitral 
stenosis.  The  attenuated  left  auricle  in  some  in- 
stances cannot  exert  sufficient  pressure  to  com- 
pletely overcome  the  valvular  resistance  in  the 
presence  of  the  elevated  left  ventricular  end- 
diastolic  pressure  and  may  be  responsible  for 
the  low  cardiac  output  syndrome  seen  post  op- 
eratively. 

The  atrial  wall  in  patients  with  mitral  stenosis 
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or  combined  mitral  stenosis  and  regurgitation  is 
hypertrophied.  The  atrium  in  such  conditions  has 
been  hemodynamically  adapted  to  higher  pres- 
sures and  to  exerting  greater  force  in  atrial  sys- 
tole, and  as  such  obviate  the  above  disadvan- 
tages. In  any  event  there  is  no  alternative  to 
valvular  replacement  with  an  artificial  prosthe- 
sis in  those  instances  where  the  valve  is  de- 
stroyed to  the  extent  that  it  cannot  be  corrected 
otherwise. 

SUMMARY 

Surgical  correction  of  mitral  valvular  disease 
has  developed  to  the  state  of  success  that  no 
hesitancy  should  be  experienced  in  recommend- 
ing operation  in  symptomatic  patients  or  in 
whom  the  disease  is  obviously  progressive.  We 
prefer  the  open  to  the  closed  technic  for  patients 
with  mitral  stenosis  because  of  the  far  superior 
results.  We  also  prefer  valvuloplasty  technics  to 
the  routine  use  of  artificial  valves  in  patients 
with  mitral  regurgitation  because  of  the  lessened 
operative  mortality,  morbidity,  and  complica- 
tions. We  reserve  the  use  of  artificial  valves  to 
those  instances  of  destroyed  valves  that  cannot 
be  otherwise  satisfactorily  corrected. 
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The  purpose  of  this  paper  is  to  critically  re- 
view 26  patients,  ages  18  to  52,  who  underwent 
surgical  correction  of  a congenital,  cardiovascular 
lesion.  While  this  type  of  heart  disease  is  some- 
what rare  in  comparison  with  other  cardiac 
pathology,  nevertheless  correct  diagnosis  and 
treatment  are  associated  with  an  impressive 
incidence  of  complete  cure”’. 

CLINICAL  DATA 

This  series  includes  all  patients  in  this  cate- 
gory operated  upon  by  the  authors  in  Phoenix 
from  March  1957  to  June  1964.  Surgical  pro- 
cedures were  divided  into  Group  I,  which  in- 
cluded 14  patients  operated  without  extra- 
corporeal circulation,  and  Group  II,  12  patients 
on  whom  cardiac  bypass  was  used.  A further 
classification  as  to  age,  sex,  diagnosis,  age  of 
onset  of  symptoms,  age  of  cardiac  failure:  Tables 
I and  II;  and  surgical  therapy,  complication  and 
end  result:  Tables  III  and  IV,  was  then  made. 

Right,  left  or  combined  cardiac  catherization 
was  performed  in  25  patients.  Hydrogen  curve 
study  and  venous  or  arterial  contrast  injections 

From  the  Thoracic  Surgical  Service  of  St.  Luke’s  Hospital,  St. 
Joseph’s  Hospital  and  Maricopa  County  General  Hospital,  Phoenix, 
Arizona. 


El  proposito  de  este  trabajo  es  analizar  criti- 
camente  los  casos  de  26  pacientes  de  18  a 52 
ahos  quienes  tuvieron  correccion  quiriirgica  de 
una  cardiopatia  congenita.  Aunque  esta  clase  de 
cardiopatia  es  menos  comiin  que  otras  lesiones 
cardiacas,  una  incidencia  imponente  de  curacio- 
nes  completas  resulta  de  diagnostico  y trata- 
miento  correctos.”’ 

DATOS  CLINICOS 

Esta  serie  incluye  a todos  los  enfermos  de 
esta  categoria  operados  por  los  autores  en  Phoe- 
nix, Arizona,  en  un  periodo  desde  marzo  de 
1957  hasta  junio  de  1964.  Los  procedimientos 
quirurgicos  estan  divididos  en:  Grupo  I,  inclu- 
yendo  a 14  pacientes  operados  sin  circulacion 
extracorporea:  y Grupo  II,  12  pacientes  en 
quienes  se  utilize  la  circulacion  extracorporea. 
En  Tablas  I y II  los  casos  estan  clasificados  se- 
gun  edad,  sexo,  diagnostico,  edad  de  principio 
de  sintomas,  edad  de  insuficiencia  cardiaca; 
Tablas  III  y IV  presentan  el  tipo  de  procedi- 
miento  quirurgico,  complicaciones  y resultados 
finales. 

Presented  Initially  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  U.  S.  and  Mexico,  Guadalajara,  Jal.  Mexico,  No- 
vember 23,  1963. 
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Congenital  cardiovascular  disease  is  present  in  approximately  0.25  percent  of 
the  younger  adult  population,  and,  is  commonly  misdiagnosed  as  a form  of 
rheumatic  heart  disease-  Meticulous  preoperative  diagnosis  and  the  use  of  a 
hemo-dilution  extracorporeal  technique,  with  avoidance  of  heparinized  blood  for 
recent  open  heart  surgical  procedures,  are  considered  major  factors  in  the  sur- 
gical mortality  rate  of  15  percent  obtained  in  this  series. 

A report  of  a patient  undergoing  surgery  for  a large  atrial  septal  defect  and  then, 
secondary,  necessary  surgery  for  an  associated,  scimitar  vein  syndrome  is  in- 
cluded. This  is  believed  to  be  the  first  such  case  reported. 


were  employed  as  indicated.  These  procedures 
are  critical  in  this  age  group  and  allowed  for  a 
96  percent  incidence  of  correct  preoperative 
diagnosis.  Patent  ductus  arterious  and  atrial  sep- 
tal defect  were  the  most  common  lesions  found 
present,  and  were  diagnosed  in  more  female 
than  in  male  patients  in  a ratio  of  6 to  1. 

Advanced  pulmonary  hypertension  was  pres- 
ent in  patients  R.S.  and  V.P.,  who  both  had  a 
partially  reversing,  large  patent  ductus.  Moder- 
ate pulmonary  hypertension  was  noted  in  patient 
L.S.,  who  had  an  interatrial  septal  defect  with 
total  right  anomalous  drainage  and  in  R.E.  who 
had  a high  interventricular  defect.  Thirteen 
other  patients  all  had  a left  to  right  shunt,  yet 
had  either  minimal  or  no  pulmonary  hyperten- 
sion. This  is  thought  indicative  of  both  the  com- 
mon, slow  progression  of  this  disease  and  its 
likely  potential  for  surgical  cure. 

The  average  age  at  time  of  surgery  was  32 
years  with  a peak  incidence  between  ages  25  to 
35.  Symptoms  were  noted  to  occur  11  years 
earlier  in  Group  II  as  compared  with  Group  I, 
and  cardiac  failure  was  noted  to  be  relatively 
more  frequent  in  Group  II,  (Table  V).  These 


Gateterismo  de  las  cavidades  cardiacas  fue 
llevado  a cabo  en  25  pacientes.  Estudios  de 
curva  de  hidrogeno  e inyecciones  intravenosas 
e intra-arteriales  de  substancia  radiopaca  fueron 
empleados  segun  las  indicaciones.  Estos  procedi- 
mientos  son  de  suma  importancia  en  adultos  y 
ban  permitido  diagnostico  preoperativo  correcto 
en  un  96  por  ciento  de  casos.  Gonducto  arterioso 
permeable  y malformacion  del  tabique  interauri- 
cular  fueron  las  lesiones  mas  frecuentes,  ocu- 
rriendo  en  una  proporcion  de  6 hembras  a 1 
hombre. 

Hipertension  pulmonar  avanzada  fue  presente 
en  los  enfermos  R.S.  y V.P.  quienes  tuvieron  con- 
ductos  arteriosos  permeables  grandes  con  flujo 
inverso  parcial.  Hipertension  moderada  se  noth 
en  el  paciente  L.S.  con  malformacion  del  tabique 
interauricular  con  drenaje  anomalo  derecho  to- 
tal, y en  R.E.  quien  tuvo  defecto  interventricular 
alto.  Trece  pacientes  mas  tuvieron  des\  iacion  del 
izquierdo  al  derecho  sin  hipertension  pidmonar, 
o con  un  grado  minimo.  Se  cree  ([ue  esto  iudica 
tanto  el  progreso  lento  de  la  enfermedad  como 
la  posibilidad  de  la  curacion  qiiirurgica. 

La  edad  mediana  al  llegar  a operacibu  fue  de 
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GROUP 

TABLE  I 

I:  CLINICAL  DATA:  ADULT  CONGENITAL  CARDIOVASCULAR 

DISEASE 

PRESSURES 

AGE  ONSET 

PATIENT 

AGE 

SEX 

DIAGNOSIS 

B,A. 

P.A. 

R.V, 

SYMPTOMS 

FAILURE 

M.R, 

29 

F 

PATENT  DUCTUS 

118/84 

20/12 

22/3 

28 

— 

L,F. 

32 

F 

PATENT  DUCTUS 

17/13 

16/2 

31 

-- 

P.T. 

36 

F 

PATENT  DUCTUS 
PUL,  EMPHYSEMA 
02  SAT.:  937o 

90/43 

32/19 

37/4 

24 

34 

J.P. 

39 

M 

PATENT  DUCTUS 

115/50 

22/14 

26/5 

29 

-- 

L.C. 

35 

F 

PATENT  DUCTUS 
AND  COARCTATION 

105/70 

20/7 

18/0 

34 

-- 

M.A. 

26 

F 

PUL.  VALVULAR 
STENOSIS 

15/10 

125/20 

19 

-- 

J.M. 

35 

F 

PATENT  DUCTUS 

138/74 

30/16 

30/8 

-- 

— 

B.L. 

28 

M 

COARCTATION 

180/120 

— 

-- 

R.S. 

34 

F 

PATENT  DUCTUS 

128/56 

110/60 

20 

34 

REVERSING 

P.O.  58/ 

E.R. 

27 

M 

INFUNDIBULAR 

STENOSIS 

130/78 

14/7 

116/7 

2-26 

— 

J.M. 

29 

M 

COARCTATION 

190/130 

— 

-- 

J.B. 

19 

M 

PATENT  DUCTUS 

— 

— 

E.E. 

28 

F 

"SCIMITAR"  SYNDROME 
RT.  PUL.  VEINS,  INTO 
I.V.  CAVA.,  SYST.  ART 

27/8  27/0 

(SECUNDUM  DEFECT  - 
3 YEARS  P.O.). 

27 

- -(  21  ) 

V.P. 

42 

F 

PATENT  DUCTUS 
REVERSING 

164/60 

100/52 

96/3 

29 

35 

findings  in  the  latter  group  may  eorrelate  with 
both  the  larger  size  of  the  defect  and  its  more 
proximal,  intracardiac  location. 

SURGICAL  TREATMENT 

In  Group  I during  surgery  on  M.R.,  the  first 
patient  ductus  operated  upon  in  this  series, 
faulty  application  of  the  aortic  clamp  led  to  a 
simultaneous  pulmonary  artery  and  aortic  wall 
laceration.  Because  of  this  mishap,  21  minutes 
of  complete  aortic  occlusion  were  required.  Fol- 
lowing surgery,  lower  extremity  paresthesia  and 
oliguria  were  present  for  48  hours.  In  all  subse- 
quent, adult,  ductus  and  coarctation  patients, 
hypothermia  at  32  degrees  C°  using  an  ice  bath 
technic  for  induction  with  an  Autotherm*,  con- 
trolled-temperature  blanket  for  maintenance  was 
employed.  Complete  mobilization  of  the  distal 
aortic  arch  and  proximal  descending  aorta  was 
performed.  Temporary  hoarseness  due  to  recur- 
rent nerve  trauma  occurred  in  60  percent  of 
these  cases,  undoubtedly  due  to  the  aortic  arch 

®Autotherm  Corporation,  Los  Angeles,  California 


32  anos  con  incidencia  maxima  entre  los  25  a 35. 
Se  nota  que  los  sintomas  ocurrieron  11  anos  mas 
temprano  en  Grupo  II  que  en  Grupo  I,  e in- 
suficiencia  cardiaca  fue  relativamente  mas  fre- 
cuente  en  Grupo  II  (Table  V).  Estos  hallazgos 
en  Grupo  II  posiblemente  se  relacionan  con  el 
tamano  mas  grande  de  la  inoclusion  y con  su 
sitio  intracardiaco  mas  proximo. 

TRATAMIENTO  QUIRURGICO 

Durante  la  operacion  de  M.R.,  el  primer  paci- 
ente  de  la  serie  con  conducto  arterioso  permea- 
ble, la  colocacion  imperfecta  de  la  pinza  aortica 
resulto  en  laceracion  simultanea  de  la  arteria 
pulmonar  y la  pared  de  la  aorta.  For  eso  se  ne- 
cesito  21  minutos  de  oclusion  aortica  completa. 
Despues  de  la  operacion  ocurrieron  parestesias 
de  las  extremidades  inferiores  y oliguria  de  dura- 
cion  de  48  horas.  En  todos  los  enfermos  siguien- 
tes  con  conducto  arterioso  permeable  y coarcta- 
cion  de  la  aorta  se  empleo  la  hipotermia  a los 
32  grados  C,  utilizando  una  tecnica  de  bano  de 
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GROUP 

II: 

TABLE  II 
CLINICAL  DATA:  ADULT 

CONGENITAL  CARDIAC  DISEASE: 

EXTRACORP.  CIRC. 

PATIENT 

AGE 

PRESSURES 

AGE  ONSET 

SEX 

DIAGNOSIS 

B.A. 

L.V. 

P.A. 

R.V. 

SYMPTOMS 

FAILURE 

H.E. 

40 

F 

ATRIAL  DEFECT 
SECUNDUM. 

125/8 

25/11 

30/5 

24 

34 

R.L. 

26 

F 

PUL.  VALVULAR 
STENOSIS 

— 

F.O. 25/15 

140/7 

65/0 

— 

— 

I.B. 

30 

F 

ATRIAL  DEFECT 
PRIMUM. 

— 

— 

28/7 

36/3 

23 

-- 

M.D. 

52 

F 

ATRIAL  DEFECT 

SECUNDUM. 

PERICARDITIS 

105/76 

— 

— 

42/4 

12 

-- 

S.D. 

32 

F 

AORTIC  VALVULAR 
STENOSIS 

105/80 

224/6 

“ 

— 

9 

29 

L.K. 

28 

F 

ATRIAL  DEFECT 

SECUNDUM. 

PERICARDITIS 

— 

— 

30/10 

32/6 

5 

— 

A.H. 

46 

F 

ATRIAL  DEFECT 
SECUNDUM.  MITRAL 
STENOSIS 
(LUTEMBACHER) 

90/2 

34/18 

35/6 

7 

41 

R.E. 

26 

M 

VENTRICULAR 
DEFECT  HIGH 

99/64 

— 

44/12 

54/5 

10 

-- 

R.R. 

20 

M 

AORTIC  VALVULAR 
STENOSIS 

117/76 

193/10 

-- 

-- 

9 

— 

L.S. 

27 

M 

CALCIFIED  AORTIC 
VALVULAR  STENOSIS 

110/70 

232/- 

— 

46/6 

21 

— 

L.S. 

48 

F 

ATRIAL  DEFECT 
SECUNDUM.  TOTAL 
RIGHT  ANOMALOUS 
DRAINAGE,  LEFT  S.V.C. 

98/5 

47/21 

45/6 

25 

47 

M.S. 

18 

F 

TETRALOGY  OF 
FALLOT  WITH 
ATRIAL  DEFECT 

140/80 

16/9 

102/8 

17 

-- 

dissection.  This  short  term  complication  was  con- 
sidered acceptable  in  view  of  the  achievement 
of  a safe  operation  in  all  11  patients. 

In  M.A.,  a patient  with  pulmonary  stenosis, 
cardioplegia  deliberately  induced  with  prostig- 
mine,  resulted  in  a severe,  anectine  caused,  res- 
piratory depression,  which  was  potentiated  by 
hypothermia.  Depression  recurred  and  death  en- 
sued 12  hours  after  surgery.  This  combination  of 
drug  and  hypothermia  intoxication  has  been  de- 
scribed,^^’^’'*’  and  should  be  avoided. 

The  only  incorrect  diagnosis  occurred  in  pa- 
tient E.R.  On  thoracotomy  a presumed,  pul- 
monary valvular  stenosis  was  found  to  be  infundi- 
bular. Surgery  was  limited  to  this  exploration 
and  was  followed  by  cardiopulmonary  failure 
and  death  in  48  hours.  The  patient  had  also 


hielo  para  la  induccion  y un  colchon  Autotherm 
de  temperatura  controlada  para  mantenimiento. 
La  movilizacion  completa  del  arco  distal  y des- 
cendiente  proximal  de  la  aorta  fue  ejectutado. 
Ronquera  transitoria  debido  a trauma  al  nervio 
recurrente  ocurrio  en  un  60  por  ciento  de  los 
casos,  sin  duda  resultando  de  la  diseccion  del 
cayado  aortico.  Esta  complicacion  de  corta  dura- 
cion  se  considero  aceptable,  teniendo  en  cuenta 
la  realizacion  de  una  operacion  segura  en  todos 
los  11  pacientes. 

En  el  caso  de  M.A.  con  estenosis  pulmonar, 
cardioplegia,  inducida  deliberadamente  con 
prostigmina,  resulto  en  una  grave  depresion 
respiratoria  causada  por  anectine,  potenciada 
por  la  hipotermia.  La  depresion  volvio  a ocurrir 
y la  muerte  siguio  12  horas  despues  de  la  ciru- 
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PATIENT 

GROUP  I: 
DIAGNOSIS 

TABLE  III 

SURGERY:  ADULT  CONGENITAL  CARDIOVASCULAR  DISEASE 

DATE  SURG.  OPERATION  COMPLICATION 

RESULT 

M.R, 

PATENT  DUCTUS 

3/16/57 

DIVISION  AT  37“  C. 
AORTA  X CLAMP  21  MIN. 

PARESTHESIA  LOWER 
EXTREMITIES  48  HRS. 
HOARSENESS  2 WEEKS 

EXCELLENT 

L.F. 

PATENT  DUCTUS 

9/4/57 

DIVISION  AT  32°C. 

HOARSENESS  2 WEEKS 

EXCELLENT 

P.T. 

PATENT  DUCTUS 
PUL.  EMPHYSEMA 

12/18/57 

DIVISION  AT  32°C. 
TRACHEOSTOMY 

NEUROSIS  10-25  P.O.D. 

EXCELLENT 

J.  P. 

PATENT  DUCTUS 

12/8/58 

DIVISION  AT  35°C. 

HOARSENESS  6 MONS . 

EXCELLENT 

L.C. 

PATENT  DUCTUS 
AND  COARCTATION 

12/11/58 

DIVISION  AT  32°C.  WITH 
PRIMARY  ANASTOMOSIS 

HOARSENESS  12  MONS. 

EXCELLENT 
(NORM.  VOCAL 
CORDS) 

M.A. 

PUL  VALVULAR 
STENOSIS 

12/29/58 

VALVULOTOMY  AT  33  C.  HYPOTHERMIA  PLUS 

3^  MIN.  CAVAL  OCCLUSION  PROSTIGMINE 

PROSTIGMINE  ARREST  CAUSED  ANECTINE 

RESPIRATORY  DEP. 

EXPIRED 
14  HOURS 
POST -OP. 

J.M. 

PATENT  DUCTUS 

3/11/59 

DIVISION  AT  31°C. 

NONE 

EXCELLENT 

B.L. 

COARCTATION 

3/19/59 

PRIMARY  ANASTOMOSIS 
AT  31.5°C. 

HOARSENESS 
2 WEEKS. 

EXCELLENT 

R.S. 

PATENT  DUCTUS 
REVERSING 

7/17/59 

DIVISION  AT  32°C. 

NONE 

EXCELLENT 

E.R. 

INFUNDIBULAR 

STENOSIS 

7/28/59 

EXPLORATION  ONLY 

CARDIAC  FAILURE 

EXPIRED 
48  HOURS 
POST -OP. 

J.M. 

COARCTATION 

8/23/60 

5 cm.  TEFLON  GRAFT 

HOARSENESS 
2 WEEKS 

EXCELLENT 

J.B. 

PATENT  DUCTUS 

8/30/62 

DIVISION  AT  32°C. 

NONE 

EXCELLENT 

E.E. 

"SCIMITAR"  SYNDROME  8/2/63 

RT.  PUL.  VEINS  INTO 
I.V.  CAVA.,  SYST.  ART. 

DIVISION  SYSTEMIC  ART.  NONE 

TRANSPLANT  RT.  PUL.  VEIN 
FROM  I.V.C.  TO  LEFT  ATRIUM, 

PUL.  VAGECTOMY 

EXCELLENT 

V.P. 

PATENT  DUCTUS 
PATENT  DUCTUS 

4/3/64 

5/5/64 

CLOSED  DE FIERI ELATION 
DIVISION  AT  32°C. 
TRACHEOSTOMY 

VENTRICULAR 
FIBRILLATION  DURING 
ANESTHESIA  INDUCTION 

EXCELLENT 

been  catheterized  in  another  state  with  the  same 
diagnosis.  The  area  of  obstruction  in  right  ven- 
tricular, outflow  tract  disease  is  occasionally  ob- 
scure. The  use  of  extra-corporeal  circulation  for 
all  such  lesions  (as  employed  in  R.L. ) is  there- 
fore the  present,  standard  procedure. 

Patient  E.E.  had  anomalous  drainage  of  the 
right  pulmonary  veins  into  the  inferior  vena 
cava,  known  as  the  “scimitar”  syndrome'^'^’,  and, 
was  an  example  of  excellent,  preoperative  cath- 
erization  and  roentgen  diagnosis,  Fig.  1,  2,  and 
3.  This  patient  is  believed  unique^®’,  in  having 
had  a prior  repair  of  a coexisting,  large,  atrial 
septal  defect  in  another  state.  The  probable,  ill 
effect  of  this  septal  closure  on  the  anomalous 
venous  shunt  and  the  technic  of  scimitar  vein 
transplantation  will  be  detailed  in  a separate 
publication. 

In  Group  II,  patient  M.E.  was  the  first 
atrial  defect  repaired.  Limited  experience 


gia.  Dicha  intoxicacion  por  combinacion  de 
drogas  e hipotermia  ha  sido  reportada'^"’’^’  y 
debe  ser  evitado. 

El  iinico  diagnostico  incorrecto  ocurrio  en  el 
enfermo  E.R.  Durante  la  toracotomia  se  descu- 
brio  que  una  presumida  estenosis  valvular  pul- 
monaria  en  realidad  fue  infundibular.  La  opera- 
cion  fue  limitada  a esta  exploracion;  intervinier- 
on  insuficiencia  cardiaca  y la  muerte  49  horas 
despues.  Este  enfermo  habia  tenido  cateterismo 
cardiaco  en  otro  hospital  con  el  mismo  resultado 
diagnostico.  La  area  de  obstruccion  en  malfor- 
maciones  de  la  camara  de  salida  del  ventriculo 
derecho  a veces  es  obscuro.  El  empleo  de  la 
circulacion  extracorporea  en  todas  estas  lesiones 
es,  por  consiguiente,  el  proceder  corriente  al 
presente. 

La  paciente  E.E.  tuvo  retorno  anomalo  de  las 
venas  pulmonares  derechas  a la  vena  cava  in- 
ferior, nombrado  el  sindrome  de  “la  cimitarra”'®^ 
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probably  was  a factor  in  the  post  operative,  chest 
wall  complication.  Patient  I.B.,  had  an  atrial  sep- 
tal defect  repair  and  displayed  a severe,  post 
surgical  psychosis.  This  was  considered  related 
to  a prior,  undiagnosed  neurosis  which  was  ac- 
centuated by  an  abrupt  rescheduling  of  the 
operative  date.  The  use  of  preoperative,  psychia- 
tric evaluation,  where  indicated,  has  avoided  this 
pioblem  in  subsequent  patients.  Post  operative, 
continuous,  “soft”  music  therapy  has  been  used 
in  the  intensive  care  unit  since  1961.  This  has 
further  reduced  psychic  trauma  and  also  lessen- 


constituyendo  ejemplo  de  cateterismo  preopera- 
torio  y diagnostico  radiologico  excelentes.  (Figs. 
1,  2,  3).  Se  cree  que  esta  paciente  es  unica  por 
haber  tenido  antes  una  reparacion  de  inoclusion 
coe.xistente  del  tabique  interauricular  en  otra 
institucion.  El  probable  mal  efecto  de  la  repara- 
cion del  tabique  sobre  la  desviacion  venosa 
anomala”^  y la  tecnica  de  trasplantacion  de  la 
vena  “cimitarra”  se  reportaran  en  detalle  en  otro 
trabajo. 

En  grupo  II  se  cree  que  la  enferma  M.E.  sea 
el  primer  caso  de  malformacion  del  tabique 


TABLE  IV 


GROUP  II: 

SURGERY: 

ADULT  CONGENITAL  CARDIAC  DISEASE:  EXTRACORP. 

CIRC. 

PATIENT 

DIAGNOSIS 

DATE  SURG 

OPERATION 

COMPLICATION 

RESULT 

ME. 

ATRIAL  DEFECT, 
SECUNDUM. 

4x3 .5  cm. , 

3/31/60 

4/18/60 

7/9/63 

IVELON-TEFLON 
GRAFT  REPAIR 
REWIRE  STERNUM 
WOUND  DEBRIDEMONT. 

SEPARATION  STERNUM 

GOOD 

(MINIMAL 

SINUS) 

R.L. 

PUL.  VALVULAR 
STENOSIS 

1/25/61 

BIPLANE  VALVULOTOMY, 
RHEOTRAN. 

EXCELLENT 

I . B. 

ATRIAL  DEFECT, 
PRIMUM. ; 5x2.5  cm., 
NORMAL  VALVES. 

2/15/61 

12/14/61 

SUTURED, 
RHEOTRAN. 
REMOVAL  F . B . , 

PSYCHOSIS:  1-10  P.O.D, 
HEPATITIS:  2 MONS.P.O. 
F.B.  AORTIC  BIFURC. 

EXCELLENT 

M.D. 

ATRLAL  DEFECT, 
SECUNDUM. : 6x3.5  cm- , 
PERICARDITIS. 

7/12/61 

3/4/63 

SUTURED,  ICE 
ARREST.  RHEOTRAN 
HERNIORRAPHY 

HEPATITIS,  2 MONS.  P.O. 
VENTRAL  HERNIA 

EXCELLENT 

S D, 

AORTIC  VALVULAR 
STENOSIS 

10/14/61 

COMMISSUROTOMY , 

ICE  ARREST,  RHEOTRAN. 

EXCELLENT 

L.K  , 

ATRIAL  DEFECT, 
SECUNDUM. : 3x5  cm.  , 
PERICARDITIS. 

11/28/62 

SUTURED,  RHEOTRAN. 

ACUTE  ADRENAL 
INSUFFICIENCY,  72  HOURS 
POST-OPERATIVELY . 

EXPIRED, 
AUTOPSY: 
PITUITARY , 
ADRENAL 
0 VAR LAN 
HYPOPLASIA 

A.H. 

ATRIAL  DEFECT 
SECUNDUM.:  2x2.5  cm., 
MITRAL  STENOSIS 

7/19/63 

SUTURED,  DIG.  COMM. 

2 cm. ^3.5  cm., 

ICE  ARREST. 

EXCELLENT 

R.E. 

VENTRICULAR  DEFECT, 
HIGH:  2.5  cm. , 

10/10/63 

TEFLON  GRAFT,  PRIME 
57.  G/W.  ,0.25  NACL. 
MANITOL 

EXCELLENT 
(SYSTOLIC 
MURMUR)  -A- 

R.R. 

AORTIC  VALVULAR 
STENOSIS 

12/18/63 

COMMISSUROTOMY. 

57.  G/W.  , 0.25  NACL 
MANITOL 

EXCELLENT 

L.S. 

AORTIC  CALCIFIED, 
BICUSPID  VALVULAR 
STENOSIS 

1/29/64 

COMMISSUROTOMY 

57.  G/W.  ,0.25  NACL 

MANITOL 

EXCELLENT 

L.S. 

ATRIAL  DEFECT, 
SECUNDUM.  2.5  cm., 
TOTAL  RIGHT  ANAMOLOUS 
DRAINAGE  INTO  S.V.C. , 
LEFT  S. V.C. , 

4/1/64 

TOTAL  (GRAFT)  REPAIR  ATELECTASIS 
57.  G/W.,  0.25  NACL  ANORREXIA 

MANITOL 

EXPIRED  11  P.O 
DAY.  AUTOPSY: 
ACUTE  PUL. 
EMBOLISM 
LIVER  NECROSIS 

' M S. 

ATRIAL  DEFECT 
SECUNDUM.  3.0  cm., 
VENTRICULAR  DEFECT  1. 

5/27/64 
0 cm.  , 

TOTAL  CORRECTION 
57,  G/W.  , 0.25  NACL 
MANITOL 

EXCELLENT 

PUL.  VALVULAR  STENOSIS, 
INFUNDIBULAR  STENOSIS. 


-'Catheterization  - 8/13/6^ 

Confirmed  complete  closure  of  ventricular  defect. 
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TABLE  V 

AGE 

AND  PERCENT  OF  GROUP 

PATIENTS 

SYMPTOMS 

FAILURE 

GROUP 

I 

31.5 

21  (717.) 

34  (227.) 

GROUP 

11 

32 

15  (927.) 

38  (33%) 

GROUP 

I I-  II 

32 

20  (767.) 

36  (27%) 

ed  the  need  for  frequent,  narcotic  relief  of  pain. 
Substitution  of  a single  piece,  vena  cava  catheter 
for  a formerly  employed,  multiple  unit,  metallic 
tipped  device  has  obviated  intracardiac  “foreign 
body”  introduction  such  as  occurred  in  LB. 

Patient  L.K.  was  diagnosed  as  an  atrial  septal 
defect.  Alopecia  and  a cleft  palate  were  also 
noted.  An  uneventful,  septal  repair  terminated 
in  acute  adrenal  failure  and  death  on  the  third 
post  operative  day.  At  autopsy  pituitary,  adrenal 
and  ovarian  gland  hypoplasia  were  found  pres- 
ent. This  death  emphasizes  the  need  for  a de- 
tailed preoperative  study  in  all  patients  having 
congenital  heart  disease,  insofar  as  other  defects, 
endocrine  or  somatic,  may  well  coexist. 

Patient  R.E.  had  a large,  high  interventricular 
defect,  with  an  associated  biventricular  aorta  as 
described  by  Effler'®’.  This  lesion  reciuired  divi- 
sion of  a portion  of  the  tricuspid  valve  for  ex- 
posure and  prolonged  bypass  for  an  interrupted 
suture-graft  repair.  A 5 percent  dextrose  in 
water,  0.25  sodium  chloride  mixture  was  used 


interauricular  reparado  en  Arizona.  La  experien- 
cia  limitada  probablemente  fue  factor  en  la  com- 
plicacion  postoperativa  de  la  pared  toracica.  La 
paciente  I.B.,  con  reparacion  de  inoclusion  del 
tabique  interauricular,  sufrio  psicosis  postopera- 
toria  severa,  atribuida  a precedente  neurosis  no 
diagnosticada,  acentuada  por  un  cambio  inesper- 
ado  de  la  fecha  de  la  operacion.  El  empleo  de 
consulta  psiquiatrica  antes  de  la  cirugia,  cuando 
indicada,  ha  servido  para  evitar  este  problema  en 
enfermos  subsiguientes.  Desde  1961  se  ha  usua- 
do  postoperatoriamente  terapia  de  musica  dulce 
continua  en  la  sala  de  recuperacion.  Esta  ha 
servido  para  reducir  trauma  psiquico-  y ha  dis- 
minuido  la  frecuencia  del  alivio  narcotico  de 
dolor.  La  sustitucion  de  un  cateter  de  una  sola 
pieza  en  la  vena  cava  por  un  aparato  multiple 
con  punta  de  metal  usado  anteriormente  ha  ob- 
viado  la  introduccion  intracardiaca  de  un  “cuer- 
po  extrano”  tal  como  ocurrio  en  LB. 

La  paciente  L.K.  con  diagnostico  de  inoclu- 
sion del  tabique  interauricular  tambien  tuvo 
alopecia  y paladar  hendido.  Reparacion  incom- 
plicada  se  siguio  por  insuficiencia  suprarrenal 
aguda  y la  muerte  tres  dias  despues  de  la  opera- 
cion. La  necropsia  revelo  hipoplasia  de  la  hipofi- 
sis,  suprarrenales  y ovaries.  Este  case  da  enfasis 


Figure  I 

“Scimitar”  vein  as  seen  on  routine  preoperative  anil  post  operative  roentgen  study,  and  illustrating  the  origin  of  this  appelation. 
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Figure  II 

“Scimitar”  vein,  contrast  injection  depicting  drainage  of  the  right 
pulmonary  venous  system  into  the  inferior  vena  cava. 

for  the  first  time  as  the  sole  prime,  in  a dispos- 
able, bubble  oxygenator,  bag  device*.  It  was 
associated  with  an  exceptionally  smooth  bypass 
and  post  operative  course.  This  hemodilution 
technic  in  performance  of  extracorporeal  circu- 
lation'''” is  considered  a major  advance  by  the 
authors,  and  subsequently  has  been  utilized  in 
all  open  heart  surgery.  It  has  occasioned  mini- 
mal, physiochemical  insult  to  patients’  electro- 
lyte balance,  renal  function  and  clotting  mech- 
anism. Furthermore,  the  occurrence  of  hepatitis 
(8  percent  in  this  series)  has  become  a remote 
problem. 

Patient  L.S.  had  a sinus  venousus  atrial  de- 
fect with  total  right  venous  drainage  into  the 
superior  vena  cava  and  a persistent  left  superior 
vena  cava  draining  into  a large  coronary  sinus. 
Triple,  caval  cannulation  was  employed.  Com- 
plete correction  was  obtained  with  use  of  a 
tunnel,  dacron  graft  to  simultaneously  transpose 
the  veins  into  the  left  antrum  and  to  close  the 
defect.  Anorexia,  mild  lethargy  and  recurrent 
right  sided  atelectasis  were  present  in  the  post 
operative  period.  On  the  eleventh  day  after 
surgery,  while  the  patient  was  fully  ambulatory, 
sudden  death  occurred.  Autopsy  revealed  an 
acute  right  pulmonary  embolus  and  evidence  of 
liver  necrosis.  This  patient  had,  had  childhood 

“Travenol,  Morton  Grove,  Illinois 


Figure  III 

Retrograde  aortogram  demonstrating  a systemic  arterial  blood 
supply  to  the  right  lower  lung. 

a la  necesidad  de  un  estudio  preoperatorio  de- 
tallado  en  todos  los  pacientes  con  cardiopatias 
congenitas  ya  que  otras  malformaciones  endocri- 
nas  o somaticas  coexistan. 

El  enfermo  R.E.  tuvo  un  defecto  grande  de  la 
parte  superior  del  tabique  interventricular,  junto 
con  aorta  biventricular,  segun  la  descripcion  de 
Effler'*'.  Este  lesion  exigio  la  division  de  ima 
parte  de  la  valvula  tricuspide  para  exposicion  y 
un  periodo  prolongado  de  circulacion  extracor- 
porea  para  la  reparacion  con  injerto  a puntadas 
separadas.  En  la  circulacion  extracorporea  se 
uso  por  primera  vez  una  solucion  glucosada  al 
5%  lCU  0.25  NaCl  en  un  aparato  oxigenador  a 
biirbujas.  La  cirugla  y el  curso  postoperatorio 
fueron  excepcionalmente  satisfactorios.  Los  au- 
tores  creen  que  esta  tecnica  de  hemodilucion  al 
ejecutar  la  circulacion  extracorporea  representa 
avance  mayor,  y desde  este  caso  ha  sido  em- 
pleada  en  todos  los  casos  (piiriirgicos  de  corazon 
abierto.  Ha  ocasionado  minimo  insiilto  fisiotpii- 
mico  a la  balanza  electrolitica,  la  funcidn  renal 
o el  mecanismo  de  coagulacion.  Ademas,  la  in- 
cidencia  de  hepatitis  ha  Ilegado  a ser  complie;i- 
cion  remota. 

La  enferma  L.S.  tuvo  malformacibii  tlel  tabi- 
(jue  secundum  interauriciilar  con  retorno  \ enoso 
pidmonar  derecho  a la  \ ena  ca\  a superior  y la 


February,  1965 


HI 


Original  Articles 


hepatitis  and  a past  history  of  alcoholism.  Halo- 
thane*  was  the  anesthetic  agent  used.  Although 
preoperative  liver  function  was  satisfactory,  a 
different  anesthetic  agent  might  well  have  been 
employed  in  this  patient'^"'.  In  retrospect,  trache- 
ostomy should  have  been  done  at  the  time  of 
surgery. 

COMMENT 

The  incidence  of  congenital  heart  disease  in 
the  new  born  is  approximately  1 percent” 
Twenty-five  percent  of  these  children  live  to  age 
20  so  that  about  0.25  percent  of  the  young,  adult 
population  may  have  a congenital  cardiac  con- 
dition””. Atrial  septal  defect  and  patent  ductus 
are  the  commonest,  congenital  cardiovascular  le- 
sions found  in  the  adult  and  are  frequently  mis- 
diagnosed as  rheumatic  mitral  insufficiency”^””. 
Atrial  defects  in  particular  are  diagnosed  and 
associated  with  cardiac  decompensation  during 
pregnancy'”’.  Tetralogy  of  Fallot  is  the  most 
common,  cyanotic,  congenital,  cardiac  disease 
found  in  this  age  group””.  After  the  first  year 
of  life  the  highest  death  rate  occurs  between 
ages  20  to  29  and  only  10  percent  will  be  alive 
by  age  50.  Subacute  bacterial  endocarditis  in 
the  third  decade  and  cardiac  failure  in  the  third 
and  fourth  decade  are  major  causes  of  related 
death””. 

An  immediate  survival  rate  of  85  percent  was 

^'Ayerst,  Montreal,  Canada 


GROUP  I 


GROUP  II 


TABLE  VI 


NUMBER  OF  PATIENTS  TOTAL  DEATHS 
14  2 


12 


GROUP  I + II 


26 


4 (15.47o) 


vena  cava  superior  izquierda  persistente  con 
drenaje  a un  seno  coronario  grande.  Una  canula- 
cion  triple  caval  fue  empleada.  La  correccion 
completa  resulto,  usadon  injerto  en  forma  de 
tunel  de  dacron  para  trasplantar  simultanea- 
mente  las  venas  a la  auricula  izquierda  y cerrar 
la  inoclusion.  Anorexia,  letargo  moderado  y ate- 
lectasia  lecurrente  ocurrieron  durante  el  periodo 
postoperatorio.  Once  dias  despues  de  la  cirugia, 
la  paciente  estando  completamente  ambulatoria, 
la  muerte  inesperada  ocurrio.  La  necropsia  re- 
velo  embolismo  pulmonar  agudo  derecho  y evi- 
dencia  de  necrosis  hepatica.  Esta  paciente  tuvo 
hepatitis  en  la  infancia  e historia  de  alcoholismo. 
Halothane*  fue  usado  como  anestesico.  Aunque 
preoperatoriamente  la  funcion  hepatica  fue  satis- 
factoria,  otro  anestesico  hubiera  sido  empleado, 
tanto  como  traqueostomia  durante  la  ciiwia. 

COMENTARIO 

La  incidencia  de  cardiopatias  congenitas  entre 


Figure  IV 

Patent  ductus,  preoperative  and  post  operative  study  in  a 39  year  old  male. 
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Figure  V 

Atrial  septal  defect,  preoperative  and  post  operative  study  in  a 52  year  old  female. 


obtained  in  the  present  series  of  patients  (Table 
^T),  and  there  have  been  no  late  deaths  due  to 
cardiac  disease.  Representative  roentgen  study 
of  the  long  term  post  operative  status  of  this 
group  is  illustrated  in  patients  J.P.,  patent  ductus 
and  M.D.,  atrial  septal  defect,  the  oldest  male 
and  female  patients  operated.  Definite  reduction 
in  cardiac  size  is  noted,  (Fig.  4,  5),  and  this 
objective  evaluation  is  substantiated  by  the  pres- 
ent, asymptomatic  performance  of  their  daily 
occupations  as  foreman  and  housewife. 

SUMMARY  AND  CONCLUSION 

Congenital  heart  disease  was  diagnosed  and 
corrective  surgery  performed  on  26  patients  over 
age  18.  Critical  review  would  indicate  that  a par- 
ticular effort  should  be  made  to  diagnose  this 
type  of  cardiac  lesion  insofar  as  much  can  be 
achieved  by  operative  treatment.  A surgical  mor- 
tality rate  of  15  percent  was  obtained  in  this 
series.  Continued  e.xperience  and  use  of  the 
hemodilution,  extra-corporeal  technic  should 
further  reduce  this  mortality  rate  to  a level  ap- 
proximating conventional,  thoracic  surgery. 

Deep  appreciation  is  tendered  to  Dana  Harnagel,  M.D.,  Stan- 
ley Karansky,  M.D.,  William  Mathews,  M.D.,  Paul  Sadler,  M.D. 
and  R.  J.  M.  Zeluff,  M.D.  for  anesthesia  administered  to  these 
patients. 
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SUMARIO  Y CONCLUSIONES 

Se  llevo  a cabo  cirugia  reparadora  en  26  en- 
fermos  de  mas  que  18  anos  de  edad  con  diag- 
nostico  de  cardiopatia  congenita.  Analisis  critico 
indica  que  se  debe  hacer  esfuerzo  especial  para 
diagnostical-  esta  clase  de  cardiopatia  ya  que  la 
cirugia  sea  efectiva  en  tantos  casos.  Una  mor- 
talidad  quiiurgica  de  un  15  por  ciento  ocurrio  en 
la  presente  serie.  La  experiencia  continua  y el 
empleo  de  la  tecnica  extracorporea  con  hemodi- 
lucion  reduzcan  mas  aim  la  mortalidad  hasta  el 
nivel  de  la  cirugia  toracica  rutinaria. 
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VOLUMES  ON  BLOOD  FLOW,  HEART  MUSCLE  AND  STENOSIS 
ARE  PUBLISHED  BY  AHA  IN  MONOGRAPH  SERIES 

Three  new  volumes  of  particular  interest  to  cardiologists,  investigators,  hos- 
pitals, medical  schools  and  libraries  have  been  published  in  the  American  Heart 
Association’s  Monograph  Series.  They  are: 

“Autoregulation  of  Blood  Flotv”,  the  proceedings  of  an  International  Sym- 
posium, a review  of  the  current  status  of  knowledge  on  this  problem  which  is 
under  study  in  numerous  laboratories  (Vol.  8 of  the  Monograph  Series); 

“Structure  and  Function  of  Heart  Muscle,”  published  in  cooperation  with  the 
Ontario  Heart  Foundation;  the  proceedings  of  a symposium  held  last  February 
in  Toronto  to  review  existing  knowledge,  clarify  differences,  and  point  out  prob- 
lems still  to  be  solved  (Vol.  9); 

“Idiopathic  Hypertrophic  Subaortic  Stenosis”  summarizes  observations  of  64 
cases  of  this  recently-recognized  disease  studied  at  the  National  Heart  Institute. 
Methods  and  results  of  surgical  treatment  are  reported  and  physiologic  investi- 
gations described  (Vol.  10). 

Volumes  8 and  9 may  be  purchased  at  $3  each  and  volume  10  at  $2.50  each 
from  the  Arizona  Heart  Association  or  American  Heart  Association,  44  East 
23rd  Street,  New  York,  N.Y.  10010. 
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AORTIC  AND  MITRAL  VALVE 
REPLACEMENTS 


Indications  And  Resnlts 


A SCHOLARLY  REVIEW  OF  BOTH  THE  NATURAL  COURSE  AND  THE  INDICATIONS  AND  CONTRA- 
INDICATIONS FOR  SURGICAL  TREATMENT  OF  SEVERE  MITRAL  AND  AORTIC  VALVE  DISEASE  IS 
PRESENTED.  PROSTHETIC  VALVE  REPLACEMENT  IN  FOURTEEN  PATIENTS  IS  REPORTED.  ALTHOUGH 
CASE  FATALITY  REMAINS  A SERIOUS  FIGURE,  THIS  RISK  IS  NOTED  TO  BE  FAR  LESS  THAN  THE  RISK 
INCURRED  IN  THE  NATURAL  COURSE  OF  THE  DISEASE.  THE  INTEGRITY  OF  THE  MYOCARDIUM  IS 
THE  PRIME  FACTOR  IN  SUCCESSFUL  SURGERY  AND  WAITING  UNTIL  THAT  MYOCARDIUM  IS  TOO 
COMPROMISED  TO  ALLOW  FOR  A REASONABLE  HOPE  OF  SUCCESSFUL  SURGERY  IS  NOT  CONSERVA- 
TIVE. IN  TWO  CASES  OF  SUCCESSFUL  DOUBLE  VALVE  REPLACEMENT  INITIAL  INSERTION  OF  THE 
AORTIC  RATHER  THAN  THE  MITRAL  VALVE  IS  ADVISED  AS  AN  IMPORTANT  MEASURE  FOR  THE 
PRESERVATION  OF  ADEQUATE  AND  SAFE  CORONARY  PERFUSION. 


Lee  B.  Brown,  M.D. 


Lee  Ehrlich,  M.D. 


Introduction 

The  selection  of  patients  for  valvular  replace- 
ment should  be  dependent  on  the  natural 
course  of  the  cardiac  lesion  under  consideration 
and  the  compartive  risks  of  surgical  versus  medi- 
cal therapy.  Effective  surgery,  to  be  justified, 
should  either  prolong  life  or  productivity.  The 
long-term  durability  of  the  presently  available 
prostheses  is  as  yet  uncertain,  and  the  frequency 
of  the  development  of  intracardiac  thrombi  de- 
spite anticoagulants  or  the  eventual  development 
of  bacterial  endocarditis  not  yet  determined. 
Despite  these  inherent  drawbacks,  valvular  re- 
placement constitutes  a significant  advance  in 
treatment  and  present  statistics  indicate  the  ef- 
fectiveness of  this  procedure. 

Mitral  Valvular  Disease:  Natural  History  and 
Selection  of  Patients.  Following  a documented 
episode  of  rheumatic  fever,  a symptom-free  pe- 
riod of  approximately  19  years  for  mitral  ste- 
nosis, and  slightly  longer  for  mitral  incompe- 
tence usually  ensues.  Once  symptomatic,  how^- 
ever,  it  has  been  shown  that  the  downhill 
course  to  total  incapacity  averages  5.3  years  in 
mitral  incompetence  and  7.3  years  in  mitral 
stenosis. 
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Since  the  end  of  the  fourth  decade  is  the  ex- 
pected period  of  survival,  surgery  for  mitral 
disease  can  indeed  be  shown  to  decrease  symp- 
tomatology as  well  as  increase  life  expectancy. 
In  a group  of  1500  patients  subjected  to  closed 
mitral  valvotomy  by  Harken‘d’,  forty  to  fifty  per- 
cent of  all  patients  in  group  III  and  IV  cate- 
gories are  still  significantly  improved  nine  years 
after  surgery.  The  process  of  refusion,  however, 
occurred  in  twenty-two  percent  of  patients  after 
nine  years  regardless  of  the  adequacy  of  mitral 
valvotomy^®*.  These  findings,  however  are  based 
on  the  experience  of  closed  valvotomy  with  finger 
fracture  or  cutting  valvulotomes.  Long-term  re- 
sults utilizing  the,  transventricular  dilator  are  not 
as  yet  available;  but  on  the  basis  of  short-term 
evaluation,  it  seems  apparent  that  these  results 
will  be  significantly  improved  in  comparison  to 
earlier  methods. 

In  our  opinion,  open  heart  surgery  for  “pure” 
mitral  stenosis  is  indicated  only  in  severe  cal- 
cific mitral  disease  where  replacement  may  be 
indicated  or  when  atrial  mural  thrombi  and  re- 
lated embolic  hazards  are  a serious  considera- 
tion. 

In  our  hands  the  current  operative  risk  in 
Grade  III  and  IV  categories  has  been  approxi- 
mately five  percent,  comparing  favorably  with 
the  nationally  reported  mortality'^’. 

Since  re-stenosis  may  occur,  and  since  patients 
with  mild  mitral  stenosis  can  anticipate  a rela- 
tively normal  life  expectancy,  surgery  should  be 
offered  only  to  those  who  are  symptomatic, 
where  there  is  evidence  of  critical  mitral  obstruc- 
tion, where  peripheral  embolization  has  occur- 
red, or  where  pulmonary  hypertension  with  right 
ventricular  hypertrophy  exist.  Surgery  is  not 
contraindicated  in  patients  with  prior  overt  con- 
gestive heart  failure  who  can  be  compensated  by 
rigid  medical  means. 

No  currently  available  test  solves  the  perplex- 
ing problem  of  primary  versus  secondary  myo- 
cardial disease  and  failure.  Cardiac  catheteriza- 
tion in  most  patients  with  “pure”  mitral  stenosis 
or  significant  mitral  incompetence  contributes 
only  limited  information.  This  procedure  is  of 
assistance  only  when  differentiating  the  rela- 
tive importance  of  each  valve  lesion  when  mul- 
tiple valves  are  involved,  when  associated  pul- 
monary disease  requires  evaluation,  or  when 
subjective  symptomatology  is  out  of  proportion 
to  the  objective  findings. 


Progressive  subjective  disability  in  the  pres- 
ence of  objective  findings  of  progressive  left 
atrial  and  left  ventricular  hypertrophy  consti- 
tute the  primary  indications  for  mitral  valve 
replacement  in  mitral  incompetence. 

Aortic  Valvular  Disease:  Natural  History  and 
Surgical  Indications.  With  reference  to  aortic 
incompetence,  the  ability  of  the  heart  to  com- 
pensate — that  is  the  myocardial  factor  — is  of 
paramount  importance.  Bland  and  Wheeler'^^ 
have  shown  that  fifty-six  percent  of  their  eighty- 
seven  patients  expired  within  twenty  years  fol- 
lowing the  initial  episode  of  rheumatic  fever, 
the  majority  in  their  thirties.  Moreover,  the 
absence  of  symptoms  has  been  shown  conclu- 
sively not  to  be  an  accurate  index  of  the  severity 
of  the  disease  process,  for  progressive  myo- 
cardial deterioration  may  nevertheless  occur. 
Surgery,  therefore,  should  be  recommended 
soon  after  the  onset  of  symptoms.  Our  patients 
presenting  dyspnea,  the  characteristic  diastolic 
murmur  of  aortic  incompetence,  evidence  of 
progressive  left  ventricular  hypertrophy  by 
radiography  or  electrocardiography,  were  con- 
sidered candidates  for  surgery.  Patients  with 
intractable  left  ventricular  failure  were  not 
acceptable  surgical  candidates. 

With  reference  to  aortic  stenosis,  once  again 
the  onset  of  symptoms  heralds  rapid  clinical 
deterioration.  The  autopsy  studies  of  Bergeron 
and  his  group*®’  disclose  that  fifty  percent  of 
patients  presenting  aortic  stenosis  with  associat- 
ed angina,  syncope,  atrial  fibrillation  or  conges- 
tive heart  failure  were  dead  within  two  years; 
and  almost  all  presenting  any  two  of  this 
symptom-complex  had  expired  within  one  year 
after  onset.  In  Harken’s  series  of  54  patients 
who  refused  surgical  intervention,  49  were 
dead  within  six  months*®’. 

Patients  with  aortic  stenosis,  therefore,  who 
experience  any  of  the  above  symptoms  were 
considered  candidates  for  surgical  consideration, 
but  they  almost  invariably  revealed  progressive 
left  ventricular  hypertrophy  by  radiography  or 
electrocardiography,  delayed  closure  of  the 
aortic  valve  or  paradoxical  splitting  of  the  sec- 
ond sound,  and  inverted  T waves  in  the  left 
precordial  electrocardiographic  leads.  Aortic 
valvular  gradients  exceeded  50  mm.  of  mercury 
and  the  cardiac  output  was  usually  normal  or 
decreased  at  rest  in  our  patients.  Once  again, 
when  congestive  heart  failure  was  not  respon- 
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si\e  to  medical  therapy,  when  there  was  a 
sisnificant  elevation  of  the  left  ventricular  end- 
diastolic  pressure  (that  is,  in  excess  of  25  mm. 
of  mercury),  and  when  increased  pulmonary 
\ascular  resistance  was  encountered,  surgery 
was  not  recommended.  Moreover,  in  older  pa- 
tients presenting  angina,  coronary  arteriography 
should  be  a routine  pre-operative  procedure 
since  severe  coronary  sclerosis  ob\iously  is  a 
contraindication  to  surgery. 

The  Development  of  Valvular  Surgery  and 
\"al\  ular  Prostheses. 

Aortic  Valve  — Valves  of  leaflet  design  had 
the  earliest  and  largest  use  in  total  replacement 
of  the  aortic  valve.  Single  cusp  leaflets  of  Teflon 
cloth  introduced  by  Bahnson*''  and  modified  by 
Hiifnageb®’,  and  composite  tri-leaflet  valves  de- 
scribed by  Muller'®’  and  Kay““’  have  all  been 
used  in  total  \alvular  replacement.  Some  of 
these  are  illustrated  in  Figure  1.  Leaflet  valves 
closely  mimic  the  function  of  the  normal  aortic 
\alve  in  every  respect.  When  function  is  satis- 
factory, no  gradient  can  be  measured  across  the 
valve  in  systole,  and  they  are  competent.  Em- 
bolic complication  and  infection  have  resulted 
from  their  use,  but  they  are  of  a low  order. 
Numerous  reports  have  appeared  describing  the 
partial  dehiscence  of  leaflets,  fracture  of  leaflets- 
stiffening  of  leaflets  with  scar  with  resulting 
deterioration  of  function'"’  For  these 

reasons,  leaflet  valves  of  all  types  have,  with  few 
exceptions,  been  abandoned  by  most  surgeons 


Figure  1 

Leaflet  Valves.  In  the  upper  left  is  the  Bahnson  leaf- 
let, and  in  the  upper  right  is  the  Hufnagel  leaflet.  The 
Hufnagel  leaflet  is  impregnated  with  a silastic  com- 
pound, with  the  exception  of  the  edge  which  is  sewed 
to  residual  valve  tissue.  The  purpose  of  the  silastic  im- 
pregnation of  the  leaflet  is  to  prevent  the  formation  of 
granulation  and  scar;  and  thereby  to  preserve  leaflet 
flexibility.  The  composite  tri-leaflet  valve  of  Muller 
is  shown  in  the  lower  left  and  right.  The  purijose  of 
this  valve  is  to  allow  a more  rapid  insertion,  and  to 
effect  a more  solid  and  lasting  union  between  host 
tissue  and  prosthesis. 


Figure  2 

Aortic  Ball  Valve  Prosthesis  (Starr-Edwards).  A re- 
inforced teflon  sewing  ring  is  united  to  the  metal  valve 
cage.  As  in  all  ball  valve  prostheses,  the  ball  is  made 
of  a silastic  compound  which  is  extremely  durable  and 
quiet.  A holding  tool  is  also  shown  which  minimizes 
handling  of  the  valve.  Many  sutures  are  required  for 
its  fixation  which  is  naturally  time  consuming. 

ill  favor  of  ball  valve  prostheses. 

Harken'"’  reported  the  first  sueeessful  use  of 
a subcoronary  caged  ball  valve  prosthesis  in 
1960.  Several  reports  have  appeared  describing 
the  considerable  use  of  the  Starr-Edwards  aortic 
ball  valve  prosthesis'"’  and  more  recently  the 
ingenious  sutureless  prosthesis  of  Magovern  and 
Cromie'"’.  The  Starr  and  Magovern  valves  are 
illustrated  in  Figure  2 and  Figure  3.  Although 
ball  valve  prostheses  have  been  shown  to  be 
stenotic  valves  '"’  and  there  have  been  in- 
stances of  insufficiency  as  a result  of  improper 
technical  placement'"’  "’  they  have  proven 


Figure  3 

Aortic  Ball  Valve  Prosthesis  (Magovern-Cromie).  The 
lower  illustration  shows  the  valve  attached  to  the  in- 
serting tool  whieh  is  used  to  extrude  and  retract  the 
fixation  pins.  In  the  upper  left  is  a valve  with  the  fixa- 
tion pins  extruded,  and  in  the  iqjper  right  the  pins  are 
retracted.  The  ball  ean  be  removed  or  inserted  between 
the  upright  members  of  the  eage.  The  valve  ean  be  in- 
srted  or  removed  rapidly.  The  selection  of  the  propr 
valve  size  and  the  seating  of  the  valve  must  be  done 
with  great  eare;  that  is  to  say,  there  is  less  leeway  for 
minor  discrepancies  of  this  sort  than  is  possible  with 
the  Starr-Edwards  prosthesis. 
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highly  durable  and  satisfactory.  It  is  the  con- 
census that  ball  valve  prostheses  are  clearly 
preferred  in  aortic  valvular  replacement. 

Ross'’"”  has  described  the  successful  use  of 
homograft  aortic  valves,  a procedure  originally 
described  by  Murray  of  Toronto,  but  experience 
today  is  extremely  limited. 

Mitral  Valve  — Starr  reported  the  first  suc- 
cessful use  of  a ball  valve  prosthesis  in  the 
mitral  position  in  1960.  Such  a valve  is  illus- 
trated in  Figure  4.  There  has  since  been  a large 
experience  in  the  use  of  prosthesis  for  mitral 
valve  replacement"®’  As  is  true  of  the 

aortic  ball  valve  prosthesis,  the  mitral  prosthesis 
is  a stenotic  one"®’  Technical  problems  in 
placement  have  resulted  in  mitral  insufficien- 
cy"*’ Although  the  Starr-Edwards  prosthesis 
has  been  almost  exclusively  used  for  mitral 
valve  replacement,  a sutureless  valve  also  de- 
signed by  Magovern  and  Cromie  has  been  suc- 
cessfully used  for  mitral  replacement'"\  There 
is  general  agreement  that  the  ball  valve  pros- 
thesis is  the  best  choice  for  mitral  replacement. 
Modifications  of  leaflet  valves  had  been  used, 
but  the  results  have  been  less  satisfactory"*’;  and 
furthermore,  the  experience  with  leaflet  aortic 
prostheses  would  not  encourage  the  use  of  leaf- 
let valves  in  mitral  replacement. 


Figure  4 

Mitral  Ball  Valve  Prosthesis  (Starr-Edwards).  The 
latest  version  of  the  valve  with  the  inserting  tool  is 
shown.  Fixation  requires  the  use  of  multiple  sutures.  A 
sutureless  mitral  prosthesis  (Magovern-Cromie)  is  also 
available,  but  its  use  to  date  has  been  much  more  lim- 
ited. 

Morbidity  and  Mortality  — Early  experience 
with  the  use  of  ball  valve  prostheses  in  both 
mitral  and  aortic  replacement  was  unfavorable. 
Case  fatality  varied  between  twenty-five  per- 
cent and  fifty  percent.  More  recent  experience 
indicates  the  case  fatality  of  five  percent  to  ten 
percent"®’  ’*’.  Starr  reports  the  following 

results  of  valve  replacement; 


Number  % Fatality 


Aortic  104  16.3 

Mitral  60  20.0 

Multiple  22  27.3 


At  the  present  time,  the  selection  of  cases  large- 
ly determines  the  case  fatality,  since  technical 
problems  and  perfusion  problems  have  been 
greatly  minimized. 

Infection  has  been  reported  in  less  than  two 
percent  of  patients''®’  ■**’.  It  has  been  disastrous 
with  notable  exceptions.  Muller  and  Littlefield 
reported  the  successful  re-replacement  of  an 
infected  prosthesis'*®’. 

Embolic  complications  constitute  the  largest 
problem  at  the  moment.  It  has  been  said  that 
embolism  rarely  occurs  after  the  first  postopera- 
tive year'**’  *^’.  Embolic  problems  have  been 
much  more  frequent  after  mitral  replacement 
than  aortic  replacement.  Thus  embolism  is  re- 
ported in  five  to  fifteen  percent  of  mitral  re- 
placements and  five  percent  or  less  in  aortic 
replacements''®’  **’  *“’.  There  have  been  some 
reports  of  a higher  incidence  of  embolization'**’. 

Although  one  can  be  optimistic  of  the  future 
of  patients  with  ball  valve  prostheses  which 
function  properly,  present  experience  encom- 
passes roughly  three  to  four  years,  and  nothing 
can  be  said  of  the  experience  in  five,  ten,  or 
more  years. 

Surgical  Allernaiives  to  Valve  Replacement 

Debridement  of  the  aortic  valve,  as  originally 
described  by  Bailey'*"  was  widely  used  in  early 
surgery  of  the  aortic  valve'**’  **’.  Because  of  the 
inadequacy  of  the  technique  in  many  patients, 
because  of  operative  injury  to  residual  valve 
tissue  in  instances  which  required  leaflet  re- 
placement, and  because  of  recurrent  stenosis 
one  to  three  year  after  the  debridement  proce- 
dure. the  operation  has  been  largely  aban- 
doned'**’. The  shortcomings  of  leaflet  replace- 
ment for  both  partial  and  total  replacement 
have  already  been  mentioned.  Bicuspidization  of 
the  aortic  valve,  as  originally  proposed  by  Gara- 
mella'*’  and  utilized  with  some  frequency  in  the 
treatment  of  aortic  insufficiency  associated  with 
aneurysms  of  the  ascending  aorta'*'’  has  had  a 
useful  but  very  limited  place  in  the  treatment 
of  aortic  valve  disease  in  general. 

Many  surgeons  who  have  employed  debride- 
ment, valvuloplasty,  annuloplasty,  leaflet  exten- 
sion, and  repair  of  chordae  in  treating  serious 
mitral  valve  disease,  have  frequently  been  dis- 
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appointed.  McKenzie  and  Ellis  have  reviewed 
the  subject  in  detair"*"”.  Routine  mitral  valvulot- 
omy utilizing  open  techniques  is  not  included 
in  the  above  statement.  There  are  particular 
technical  situations  where  annuloplasty  and  re- 
pair of  ruptured  chordae  may  still  be  applic- 
able‘s^' S5)_ 

Operative  Technique — Good  Samaritan 
Hospital 

Extracorporeal  circulation  has  been  supplied 
by  a standard  rotating  disc  oxygenator  (Pemco) 
with  flows  of  2,500  cc  to  3,000  cc  per  square 
meter.  Moderate  hypothermia,  twenty-eight  de- 
grees to  thirty-two  degrees,  and  perfusion  of 
both  coronary  arteries  have  been  utilized.  Cold 
arrest  has  not  been  used.  The  apex  of  the  left 
ventricle  has  been  vented  in  every  instance. 
Heparin  was  administrated,  two  milligrams  per 
kilo,  and  neutralized  with  protamine,  two  and 
one-half  to  three  milligrams  per  kilo.  In  our 
hands  this  has  proven  a very  safe  and  satisfac- 
tory technique.  No  patient  has  been  lost  as  a 
result  of  perfusion  problems. 

Case  Material 

Of  the  fourteen  patients  reported,  all  were 
classified  Group  IV.  Each  patient  had  been 
treated  for  congestive  heart  failure.  We  consid- 
ered that  each  patient  required  valvular  surgery 
as  a life-saving  measure.  The  mean  age  was  37 
years  with  a range  of  24  to  55  years  of  age. 
These  14  patients  are  taken  from  a group  of 
87  cases  of  congenital  and  acquired  heart  disease 
who  have  been  subjected  to  open  heart  surgery 
at  the  Good  Samaritan  Hospital. 

One  patient  who  had  mitral  valve  replace- 
ment also  had  a moderate  degree  of  aortic  in- 
sufficiency. Two  patients  had  combined  aortic 
and  mitral  valve  disease  which  necessitated 
simultaneous  bi-valve  replacement.  Two  patients 
who  had  aortic  valve  replacement  also  had 
mitral  stenosis  which  was  satisfactorily  handled 
by  valvulotomy.  One  patient  had  aortic  valve 
replacement  who  had  had  valvuloplasty  and 
debridement  nine  months  previously. 

Gomplications  are  shown  in  Table  1. 

Table  1 

Complications  and  Resulting  Deaths 


Complication  Number  Deaths 

Bleeding  1 0 

Temporary  Heart  Block  2 0 

Wound  Dehiscence  1 0 

Cerebral  Embolus  1 1 

Dissection  of  Aorta  1 1 

Tear  of  Aorta  1 1 

Injury  of  Coronary  Artery  1 1 

8 4 


The  two  instances  of  heart  block  were  temp- 
orary but  both  required  the  use  of  a pacemaker. 
Both  patients  made  a good  recovery. 

Gase  fatality  is  recorded  in  Table  2. 


Table  2 

Case  Fatality 

Tvpe  of  Case  Number 

Deaths 

Aortic  Valve  Replacement  8 

2 

Mitral  Valve  Replacement  4 

2 

Double  Valve  Replacement  2 

0 

14 

(28.6%)  4 

There  were  four  deaths.  One  patient  with 
mitral  valve  replacement  died  as  a result  of 
operative  injury  to  the  left  coronary  artery 
which  was  occluded  by  a suture  for  fixation  of 
the  prosthesis.  Another  patient  with  mitral  valve 
replacement  died  as  a result  of  dissection  of  the 
the  aorta,  which  was  probably  initiated  by  an 
inadvertent  tear  in  the  course  of  a previous  left 
heart  catheterization.  The  dissection  extended 
down  both  coronary  arteries.  Operative  tear  of 
the  aorta  duirng  aortic  valve  replacement  caused 
one  death.  One  patient  with  aortic  valve  replace- 
ment died  on  the  tenth  post-operative  day  from 


Figure  5 

The  photographs  were  taken  at  autopsy.  A Magovern- 
Cromie  prosthesis  is  well  seated  and  no  thrombus^  is 
present.  One  view  is  through  the  opened  aorta  (Fig.  5a), 
and  the  other  through  the  opened  left  ventricle  (Fig. 
5b).  This  patient  died  of  a sudden  arrhytlimia  on  the 
fifteenth  postoperative  day.  He  was  rceeising  quinidine 
for  two  postoperative  episodes  of  rapid  atrial  fibrillation. 
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a sudden  arrhythmia.  Post  mortem  examination 
was  performed  and  no  cause  of  death  was  found. 
A Magovern  valve  was  in  good  position,  and  no 
thrombus  was  present  (Fig.  5).  The  patient  was 
receiving  quinidine  because  of  two  episodes  of 
rapid  auricular  fibrillation  on  the  third  and  the 
seventh  postoperative  days. 

Follow-up  — The  first  patient  to  have  an 
aortic  valve  replacement  (Starr  prosthesis)  has 
a mild  to  moderate  degree  of  aortic  insufficiency. 
The  diastolic  blood  pressure  has  usually  been 
sixty  millimeters  of  mercury.  It  is  possible  he 
will  require  re-replacement  of  the  aortic  valve 
because  of  increasing  aortic  insufficiency.  Two 
patients  who  had  aortic  valve  replacement  had 
a cerebral  embolus  with  transient  hemiparesis. 
Both  recovered  and  are  now  well.  The  remaining 
patients  are  doing  well  and  generally  are  greatly 
improved.  Recent  X-rays  of  two  representative 
cases  are  shown  in  Figure  6 and  Figure  7. 


Figure  6 

The  X-rays  show  ball  valve  prostheses  in  the  aortic 
and  mitral  positions.  A Magovern-Cromie  valve  was  used 
for  aortic  replacement,  and  a Starr-Edwards  valve  for 
mitral  replacement.  This  patient  is  alive  and  well,  more 
than  seven  months  following  operation. 

Comment  on  Operative  Technique 

Starr‘S®’  has  stressed  the  wisdom  of  replacing 
the  mitral  valve  first  in  double  valve  replace- 
ment. We  have  chosen  to  replace  the  aortic  valve 
first  since  this  allows  better  perfusion  of  the 
coronaries  during  mitral  replacement.  Although 
the  presence  of  an  aortic  prosthesis  does  present 
a slight  problem  when  the  mitral  valve  is  re- 
placed- this  has  not  been  a serious  problem. 

The  two  instances  of  temporary  heart  block  in 
aortic  valve  replacement  emphasize  the  need  for 
particular  care  in  seating  the  aortic  prosthesis  so 
that  the  septal  area  is  a\  oided  or  gently  dealt 
with. 

We  much  prefer  the  right  sided  approach  for 


mitral  replacement.  The  minor  technical  dis- 
advantages in  the  exposure  of  the  mitral  valve 
are  greatly  outweighed  by  the  availability  of  the 
cava  for  cannulation  and  the  aorta  for  cross 
clamping  on  entry  into  the  left  heart.  We  believe 
the  catastrophe  of  air  or  particulate  embolism  is 
tremendously  reduced  by  the  proper  use  of  aortic 
cross  clamping. 

When  the  prosthesis  is  sutured  in  place,  a 
great  many  sutures  should  be  used.  A suture 
should  be  placed  each  one  and  one-half  to  two 
millimeters  on  the  sewing  ring  of  the  \ alve.  The 
single  instance  of  aortic  insufficiency  probably 
resulted  from  the  failure  to  properly  appreciate 
this  point. 

The  Magovern  sutureless  valve  has  proven 
highly  satisfactory  in  our  hands.  The  operative 
time  is  considerably  reduced  and  the  fixation  of 
the  valve  has  been  most  satisfactory.  It  has  par- 
ticular usefulness  in  multiple  valve  replacement. 


Figure  7 

The  X-rays  were  taken  three  months  apart;  the  X-ray 
to  the  left  before,  and  the  X-ray  to  the  right  after  aortic 
valve  replacement.  There  is  a signifieant  deerease  in 
heart  size.  This  patient  was  in  eongestive  heart  failure 
one  month  prior  to  operation. 

Postoperative  Care 

It  is  not  posible  here  to  review  the  details  of 
postoperative  care.  Surely  it  must  be  painstaking 
and  is  often  eomplex  and  time-consuming.  The 
importance  of  adequate  blood  replacement,  early 
re-operation  for  bleeding,  management  of  heart 
failure  and  arrhythmias,  and  the  management  of 
respiratory  and  renal  problems  have  all  been 
thoroughly  presented  elsewhere.  Constant  mon- 
itoring of  arterial  blood  pressure,  central  venous 
pressure,  electrocardiogram,  and  renal  output  are 
all  important.  Frequent  determinations  of  ar- 
terial blood  pH,  p02,  and  pC02,  are  likewise 
important.  Sueh  determinations  are  of  consider- 
able value  in  evaluating  eardiac,  respiratory,  and 
renal  function. 
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We  would  like  to  emphasize  the  great  im- 
portance of  controlled  ventilation  for  the  gravely 
ill  postoperative  cardiac  patient,  and  the  utility 
and  effectiveness  of  the  Engstrom  ventilator.  It 
is  our  practice  to  employ  the  ventilator  for  6 to 
24  hours  or  longer  as  a routine  measure  in 
patients  with  valve  replacement.  Damann'^”  has 
emphasized  the  great  advantages  which  result. 
Atelectasis  is  minimized,  oxygenation  is  greatly 
enhanced,  respiratory  acidosis  is  minimized, 
tracheobronchial  secretions  are  better  dealt  with, 
and  cardiac  work  is  definitely  reduced. 

Summary 

The  place  of  valve  replacement  in  the  treat- 
ment of  valvular  heart  disease  has  been  outlined. 
When  one  considers  the  early  and  late  problems 
of  valve  replacement,  although  these  are  now  of 
a relatively  low  order,  the  operation  should  not 
be  lightly  advised.  There  should  be  no  hesitation, 
however,  in  advising  operation  for  patients  with 
significant  and  progressive  disability.  The  risk 
of  operation  in  these  circumstances  is  far  less 
than  the  risk  incurred  in  the  natural  course  of 
the  disease.  The  greatest  single  factor  in  the 
success  of  valve  replacement  is  the  integrity  of 
the  myocardium  and  its  capacity  to  recover  ade- 
quate function  after  the  valve  replacement.  The 
physician’s  judgment  for  or  against  operation 
largely  rests  upon  his  evaluation  of  the  status  of 
the  myocardium  and  how  it  tolerates  the  insults 
of  valvular  dysfunction.  It  is  not  conservative  to 
wait  until  the  myocardium  is  so  severely  dam- 
aged that  it  has  little  reserve  and  little  capacity 
to  improve-  even  though  valve  replacement  is 
successful. 

The  evaluation  of  the  patient  for  possible  valve 
replacement  is  outlined.  The  merits  of  clinical, 
electrocardiographic.  X-ray,  and  catheterization 
data  are  considered. 

A review  of  the  development  of  valve  replace- 
ment and  present  day  valvular  prostheses  is 
included. 

A series  of  fourteen  patients  who  have  under- 
gone valve  replacement  at  the  Good  Samaritan 
Hospital  is  presented.  We  have  limited  the  pro- 
cedure to  gravely  ill  patients.  The  operative 
mortality  is  very  slightly  higher  than  that  report- 
ed by  others  during  the  same  period  of  time 
(1961-1964)  but  we  believe  the  risk  can  be  stated 
safely  as  ten  percent  fatality,  or  less,  as  judged 
by  recent  reports. 

Certain  aspects  of  the  operative  technique  and 
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of  postoperative  care  have  been  discussed.  Par- 
ticular emphasis  has  been  placed  upon  the  use 
of  the  Engstrom  ventilator  in  the  postoperative 
period. 

For  the  patient  who  has  significant  and  pro- 
gressive valvular  heart  disease,  and  whose  myo- 
cardium has  a reasonable  reserve  and  capacity  to 
improve,  we  believe  valvular  replacement  is 
a relatively  safe  and  effective  method  of  treat- 
ment. Progressive  and  sometimes  irreversible 
myocardial  crippling  can  be  avoided,  and  a good 
measure  of  health  and  useful  life  thereby 
restored. 
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HEART  ASSOCIATION  SETS  OFFICIAL  DATES 
FOR  1965  SCIENTIFIC  SESSIONS 

Official  dates  for  the  American  Heart  Association’s  annual  Scientific  Sessions 
have  been  set  for  Friday,  October  15  through  Sunday,  October  17,  1965,  in  the 
Hotel  Americana,  Bal  Harobur,  Fla.  The  sessions  are  held  in  conjunction  with 
the  Association’s  Annual  Meeting  which  will  continue  through  October  19.  Fur- 
ther information  and  registration  forms  may  be  obtained  from  H.  Douglas  Chis- 
holm, American  Heart  Association,  44  East  23rd  Street,  New  York,  N.Y.  10010. 


ARTERIOSCLEROSIS  COUNCIL 
TO  MEET  OCTOBER  13-14 

The  annual  meeting  of  the  American  Heart  Association’s  Council  on  Arterios- 
clerosis will  be  held  on  Wednesday  and  Thursday,  October  13-14  in  the  Hotel 
Deauville,  Bal  Harbour,  Fla.,  immediately  preceding  the  AHA  Annual  Scientific 
Sessions. 

Abstracts  of  papers  to  be  presented  at  the  independent  two-day  Council  meet- 
ing must  be  received  before  May  15,  1965.  Official  application  forms  for  sub- 
mitting abstracts,  not  to  exceed  250  words,  may  be  obtained  from  Douglas  M. 
Smith,  American  Heart  Association,  44  East  23rd  Street,  New  York,  N.Y.  10010. 

The  Council  sessions  will  be  open  to  all  interested  individuals.  Non-members 
as  well  as  members  are  invited  to  submit  abstracts  of  papers. 
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COARCTATION  OF  THE  AORTA 
IN  ASSOCIATION  WITH  ATRIAL 
SEPTAL  DEFECT 


Coarctation  of  the  aorta  is  found  not  infrequently 
with  other  congenital  cardiovascular  defects. 
However,  its  association  with  atrial  septal  defect 
is  relatively  rare  and  their  discovery,  as  described 
in  the  following  report,  in  an  adult  is  still  more 
unusual. 


Thomas  P.  K,  Lim^^  Ph,  D, 

Mayer  Hyman^ 


Coarctation  of  the  aorta  is  frequently  associat- 
ed with  other  congenital  anomalies  of  the  heart 
and  the  great  vessels.  Among  these,  patent  duc- 
tus arteriosus,  bicuspid  aortic  valve,  and  ven- 
tricular septal  defect  are  well  known.  The  inci- 
dence of  eoarctation  of  the  aorta  in  combination 
with  atrial  septal  defect,  however,  is  relatively 
rare. 

Recently  we  had  an  interesting  case  of  coarc- 
tation of  the  aorta  which  was  complicated  by 
atrial  septal  defect  of  primum  type  in  a 47-year- 
old  female.  This  report  comprises  her  case  his- 
tory, laboratory  data,  and  a brief  review  of  liter- 
ature on  this  subject. 

Case  History:  The  patient  was  born  in  Buffalo, 
New  York,  on  March  11,  1915  of  Italian  parent- 
age. At  the  age  of  5,  she  was  told  of  a heart 

Cardiopulmonary  Laboratory 
Tucson  Medical  Center 
Tucson,  Arizona 


murmur  for  the  first  time.  She  had  a tonsillec- 
tomy at  the  age  of  10.  In  1957  she  was  hospital- 
ized in  New  York  State  for  tachycardia.  At  that 
time  she  was  informed  of  coarctation  of  the 
aorta.  She  moved  to  Arizona  in  1959.  Meanwhile 
she  worked  as  a nurse’s  aide  and  was  hospitaliz- 
ed on  January  25,  1960  with  auricular  flutter. 
The  clinical  impression  was  that  she  might  have 
rheumatic  heart  disease. 

The  flutter  was  converted  to  a sinus  rhythm  by 
quinidine.  At  fluoroscopy  a huge  left  atrium  was 
found  and  the  possibility  of  mitral  stenosis  and 
Lutembacher’s  Syndrome  was  suspected  ( Jan. 
27,  1960).  She  was  re-admitted  to  the  hospital 
on  April  15,  1960  because  of  weakness  and  a 
rapid  heart  action  (atrial  fibrillation).  The  pa- 
tient was  digitalized  and  was  treated  vitli  an 
increased  dosage  of  quinidine.  However  the 
auricular  fibrillation  continued.  The  patient  wais 
discharged  on  April  28,  1960  and  was  under  me- 
dical care  at  home.  She  was  re-hospitalized  on 


February,  1965 


123 


Original  Articles 

February  17,  1962  because  of  an  electrolyte  im- 
balance (hypopotassernia).  She  was  discharged 
on  February  21,  1962  following  correction  of 
body  fluid  balance.  She  was  brought  to  the  hos- 
pital by  ambulance  on  June  3,  1962  and  was  de- 
clared dead  on  arrival.  The  autopsy  was  carried 
out  on  June  4,  1962  by  Dr.  Gerd  T.  Schloss. 

Physical  Examination:  At  the  time  of  admission 
on  January  25,  1960  the  patient  was  moderately 
developed  and  slightly  undernourished.  No  ab- 
normality was  found  in  the  ears,  nose  or  throat. 
The  vessels  of  the  optic  fundi  were  normal.  No 
mass  was  palpable  in  the  neck  although  the  neck 
veins  were  prominent.  There  was  a massive  apex 
beat  and  inspiratory  rales  were  heard  bilaterally 
with  a preeordial  thrill  radiating  to  the  axillary 
region.  Loud  pan-systolic  and  early  diastolic 
murmurs  were  heard  at  the  apex  as  well  as  at  the 
base  of  the  heart.  The  blood  pressure  at  the  right 
arm  was  190/80,  the  left  arm,  190/90,  the  left 
leg,  140/110,  and  the  right  leg,  135/110.  The 
abdomen  was  normal  with  no  palpable  mass. 
No  peripheral  edema  was  noticed.  Reflexes  were 
normal.  On  February  17,  1962,  the  liver  was 
enlarged  and  was  palpable  3-4  fingers  below  the 
costal  margin.  It  was  slightly  tender. 

Laboratory  Data:  On  January  26,  1960,  the 
hematocrit  was  42.5%  with  a hemoglobin  of  13.6 
gm%.  The  W.B.C.  was  10,450/mnT,  the  neutro- 
philes  70%,  the  lymphocytes  15%,  the  monocytes 
5%  and  the  bands  10%.  The  urinalysis  showed  a 
specific  gravity  of  1.026  with  occasional  R.B.C. 
and  W.B.C.  in  the  high  power  field.  There  were 
many  squamous  epithelial  cells  and  uric  acid 
crystals.  The  tests  for  albumin  and  sugar  were 
negative.  The  VDRL  was  non-reactive. 

On  January  30,  1960,  the  hematocrit  was  42%, 
sedimentation  rate  was  30  mm/hr.  Anti-strepto- 
lysin O was  50  Todd  units  and  the  C-reactive 
protein  was  positive. 

On  February  14,  1962,  the  potassium  was  2.89 
mEq/L  with  Na  of  137  mEc^/L,  Cl  of  92 
inEq/L  and  CO2  of  31  inEq/L.  With  treatment, 
the  condition  improved.  Thus,  on  February  21, 
1962,  the  potassium  rose  to  3.65  mEci/L,  Na  was 
134  mEq/L  with  Cl,  94  mEq/L  and  CO2  of  31 
mEq/L. 

X-ray  films:  The  chest  films  taken  on  January 
25,  1960  showed  the  coarcted  segment  of  the 
aorta,  as  well  as  rib  notching.  There  was  also 
some  evidence  of  left  atrial  enlargement,  suggest- 
ing mitral  valvular  disease  and  possible  Lutem- 


Figure  1 

Chest  X-ray  film  taken  on  August  15,  1960.  This  shows  massive 
cardiac  enlargement,  coarctation  of  the  aorta  with  rib  notching. 


bacher’s  Syndrome.  The  PA  chest  film  taken  on 
August  15,  1960  is  shown  in  Eigure  1.  Another 
X-ray  film  taken  on  Eebruary  17,  1962  (figure 
2 ) showed  a slightly  more  prominent  pulmonary 
artery  and  left  atrial  appendage.  Otherwise  little 
change  had  occurred  in  the  cardiovascular  struc- 
tures in  comparison  with  the  previous  ones. 

Electrocardiogram  and  Vectorcardiogram:  Fig- 
ure 3 shows  an  electrocardiogram  taken  on  Jan- 
uary 25,  1960.  It  revealed  atrial  flutter  (rate= 
375)  with  2 to  1 conduction.  The  electrocardio- 
gram was  interpreted  as  being  consistent  with 


Figure  2 

Chest  X-ray  film  taken  on  February  17,  1962  showing  a similar 
cardiovascular  structure  as  the  previous  one.  However  the  pul- 
monary artery  and  left  atrial  appendage  appears  slightly  more 
prominent  than  before. 
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Figure  3 

Electrocardiogram  taken  on  January  25,  1960.  It  shows  the  atrial 
flutter  and  a RSR’  complex  on  the  right  precordium  suggesting 
right  ventricular  hypertrophy. 


Figure  4 

Electrocardiogram  taken  on  February  19,  1962.  This  shows  the 
atrial  fibrillation  and  biventricular  enlargement. 
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the  diagnosis  of  atrial  septal  defect  with  right 
ventricular  hypertrophy. 

Figure  4 is  another  electrocardiogram  taken 
on  February  19,  1962.  It  showed  atrial  fibrillation 
with  a ventricular  rate  of  appro.ximately  55  and 
w'as  again  suggestive  of  enlarged  atrium  and 
right  ventricular  hypertrophy.  The  deep  S waves 
in  V4  and  a relatively  tall  R wave  in  Vg  also  in- 
dicated left  ventricular  hypertrophy. 

A \ectorcardiogram  was  taken  on  February 
19,  1982  using  the  Frank’s  system  (figure  5).  In 
the  horizontal  plane  the  QRS  loop  was  oriented 
almost  entirely  to  posterior  direction  with  a 
counter-clockwise  rotation.  The  “figure-of-eight” 
having  a small  distal-loop  was  unusual  in  this 
plane.  There  was  an  S-T  vector.  In  the  sagittal 
plane  the  QRS  loop  showed  an  orientation  to 
posterior  and  superior  directions.  The  rotation 
was  counter-clockwise.  In  the  frontal  plane  the 
QRS-loop  made  an  initial  s^^'ing  to  the  left  and 
then  turned  to  the  right  and  superior  direction 
forming  a “figure-of-eight”.  Thus,  the  most  out- 
standing feature  was  the  abnormal  orientation 
of  the  main  QRS-axis  to  the  left,  posteriorly  and 
superiorly  (LSP).  This  feature  was  interpreted 
as  an  indication  of  atrial  septal  defect  of  primum 
type. 


Figure  .5 

Vectorcardiogram  taken  on  Fel)niary  19,  1962.  Notice  the  ab- 
normal orientation  of  ihe  main  QRS-axis  to  the  lelt,  posterior  and 
superior  direction,  which  is  olten  seen  in  atrial  septal  delect  ol 
primiim  type. 


Febrtiorij,  1985 


125 


Original  Articles 

Phonocardiogram:  Figure  6 shows  a phonocar- 
diogram  obtained  on  July  13,  1961.  The  tracings 
in  the  figure  are  from  the  top  to  the  bottom,  the 
carotid  pulse,  phonocardiogram  and  ECG,  re- 
spectively. At  the  apex  there  was  a marked  pan- 
systolic  murmur  of  considerable  intensity  ( grade 
III  or  IV).  This  was  followed  by  a decrescendo 
diastolic  murmur  of  low  intensity.  Notice  the 
splitting  of  the  2nd  sound.  The  aortic  region 
showed  a pattern  similar  to  the  apex  area  but 
the  aortic  2nd  sound  was  not  accentuated.  In 
the  pulmonic  area,  the  splitting  of  the  2nd  sound 
was  prominent.  Although  it  was  not  definitive, 
probably  there  was  an  opening  snap  following 
the  2nd  sound.  The  basal  systolic  murmurs  were 
consistent  with  the  diagnosis  of  coarctation  of 
the  aorta  while  the  splitting  of  the  pulmonic  2nd 


Figure  6 

Phonocardiogram  taken  on  July  13,  1961.  Notice  a marked  pan- 
systolic  murmur  and  a decrescendo  diastolic  murmur.  The  pul- 
monic 2nd  sound  is  widely  split. 

The  Autopsy  Findings:  The  coarctation  was  lo- 
cated in  the  upper  portion  of  the  thoracic  aorta 
immediately  below  the  aortic  arch.  The  location 
was  approximately  14  cm  from  the  level  of  out- 
let of  celiac  arteries  ( measured  in  fixed  tissues ) . 
The  ductus  arteriosus  was  closed  and  the  entire 
aorta  had  a relatively  small  diameter  (figure  7). 
The  aorta  showed  only  a very  slight  arteriosclero- 
sis. The  heart  weighed  480  gm.  It  was  found  that 
the  interatrial  septal  defect  had  a diameter  of 
approximately  2.5  cm  (prior  to  fixation).  The 
lower  margin  of  the  defect  was  formed  by  the 
mitral  valve  and  tricuspid  valve,  respectively, 
and  the  foramen  ovale  was  well  sealed.  Thus, 
the  defect  was  of  the  primum  type  (figure  8). 
The  mitral  valve  showed  considerable  fibrosis. 
It  was  not  clear,  however,  whether  there  was  a 
mitral  stenosis  or  not.  There  was  a small  fenes- 
tration measuring  0.4  cm  in  diameter  in  the 
posterior  mitral  leaflet.  The  tricuspid  valve 
showed  a mild  degree  of  fibrosis.  The  chordae 
tendineae  of  the  mitral  valve  were  somewhat 
thickened.  The  aortic  and  pulmonic  valves  were 
normal.  The  endocardium  was  smooth  and 


Fi^re  7 

The  coarctation  of  the  aorta. 


glistening.  The  myocardium  of  the  left  ventricle 
was  moderately  hypertrophic  while  the  left 
atrium  was  dilated.  The  right  ventricle  was 
markedly  dilated  and  hypertrophic,  the  right 
atrium  and  the  right  atrial  appendage  were 
large.  The  coronary  arteries  were  patent  and 
smooth.  The  lungs  showed  miliary  foci  of  ne- 
crotizing bronchopneumonia  and  moderate  pul- 
monary emphysema  bilaterally. 


Figure  8 

The  atrial  septal  defect  of  primum  type.  Notice  fibrosed  mitral 
valve.  The  aortic  valves  are  normal.  The  left  atrium  is  dilated 
and  the  ventricle  shows  a moderate  hypertrophy. 
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Review  of  Literature:  One  of  the  most  com- 
prehensive studies  on  coarctation  of  the  aorta  is 
that  by  Maude  Abbott”’  published  in  1928.  She 
reviewed  200  cases  of  adult  type  in  the  literature 
from  the  earliest  report  in  1791  to  1928.  In  her 
200  cases  there  were  10  cases  (5%)  with  “auricu- 
lar defect”.  Of  these  10,  2 were  of  atrial  septal 
defect  of  primum  type  whereas  in  2 others  the 
defect  was  at  the  extreme  upper  border  of  the 
auricular  septum.  Using  the  same  criterion  as 
Abbott,  Reifenstein  et  al‘“  reviewed  104  cases 
of  coarctation  of  the  aorta  covering  a period 
from  1928  to  1947.  In  this  latter  review,  no  case 
of  atrial  septal  defect  was  reported,  although  3 
cases  with  patent,  but  competent  foramen  ovale 
were  mentioned.  A relatively  recent  review  of 
130  cases  of  coarctation  of  the  aorta  by  Camp- 
bell and  Baylis'^’  in  1956  did  not  have  cases  with 
atrial  septal  defect. 

The  first  edition  of  Taussig’s  monograph  on 
congenital  heart  disease”’  contained  1 case  of 
atrial  septal  defect  with  coarctation  of  the  aorta 
in  a female  child.  The  defect,  however,  was  the 
secundum  type  according  to  the  accompanying 
diagram  in  the  text.  Lev‘®’  has  found  3 cases  of 
atrial  septal  defect  in  25  cases  of  adult  type 
coarctation  over  a period  from  1957  to  1962. 
Rossall  and  his  associates”’  reported  a 5-year-old 
girl  who  had  coarctation  of  the  aorta  and  multi- 
ple cardiac  defects  including  a large  atrial  septal 
defect.  Although  the  type  of  defect  is  not  clearly 
described  the  accompanying  diagram  of  the  sep- 
tal defect  suggests  a probable  secundum  type  of 
defect.  In  the  infantile  type  of  aortic  coarctation, 
the  incidence  of  atrial  septal  defect  appears  to  be 
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almost  the  same  as  that  in  the  adult  type.  For 
instance,  according  to  Glass  et  al”’  there  were  7 
cases  of  atrial  septal  defect  out  of  108  cases  of 
aortic  coarctation  in  infancy.  This  amounts  to 
approximately  6%  which  compares  well  with  the 
incidence  rate  of  5%  in  the  adult  type  shown  by 
Abbott”’.  Calodney  and  Carson”’  reported  21 
autopsied  cases  of  coarctation  of  the  aorta  in 
infants  (maximum  age:  125  days).  Among  these 
there  were  12  cases  of  patent  foramen  ovale. 
Atrial  septal  defect,  however,  defined  as  an 
opening  between  the  atria  which  permits  a bi- 
directional blood  flow,  was  not  found  in  this 
series.  Recently  Alartelle  and  Moss  reviewed 
53  consecutive  cases  of  coarctation  of  the  aorta 
of  all  ages.  In  this  review,  there  were  2 cases  of 
atrial  septal  defect  (1  case  each  under  and  over 
one  year  of  age)  and  2 cases  of  patent  foramen 
ovale  (both  under  one  year  of  age). 

Acknowledgement:  The  authors  are  indebted 
to  Dr.  Richard  S.  Armstrong  for  making  avail- 
able photographs  of  the  pathological  materials 
and  to  Dr.  Andre  J.  Bruwer  for  the  X-ray  films. 
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HOW  THE  HEART  DOLLAR  IS  SPENT  (1963-64  Fiscal  Year) 


Research  

Public  Health  Education  

Professional  Education  and  Training 

Community  Services  

Public  Information  

Fund  Raising  

Field  Studies  and  Reorganization  

Administrative  and  General  

TOTAL  


$10,063,961 

% 

35.7 

2,423,373 

8.6 

2,495,543 

8.9 

3,159,090 

11,2 

1,913,549 

6.8 

4,507,197 

16.0 

591,733 

2.1 

3,010,879 

10.7 

$28,165,325 

1000 

*The  16.0%  represents  the  amount  of  money  used  of  the  funds  raised  in  1963  to  raise 
$30,121,526  in  the  1964  Heart  Fund  campaign.  Thus  the  actual  fund-raising  cost  was  15.0% 
of  the  total  raised  in  1964.  This  chart  reflects  combined  National  Office  and  Affiliate 
expenditures. 
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The  big  question  has  been  answered  for  many  people.  The  report  of  the 
Surgeon-General  on  Smoking  and  Health  gave  strong  support  to  the 
overwhelming  evidence  accumulated  by  the  American  Cancer  Society 
over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational 
efforts,  with  teen-agers  the  specific  target.  Many  private  and  government 
agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon- 
General’s  report  has  been  blurred  with  the  passage  of  time.  Unless  those 
with  the  responsibility  for  protecting  health  act  vigorously,  the  public 
will  continue  to  lose  sight  of  the  risk. . .and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults 
to  stop  smoking  cigarettes?  How  to  influence  teen-agers  not  to  start? 
How  to  help  those  who  want  to  stop  but  can’t? 

Between  us,  doctor,  we  must  find  the  answers. 

american  cancer  society 
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500  ViSO 


RUGGED 
ONE-PIECE 
MONOSPAR  STYLUS 

TWO 
CHART  SPEEDS 


COLOR-CODED 
CABLE  AND  DIAGRAM 
VERIFY  PATIENT 
CONNECTIONS 
AT  A GUNCE 


THREE 

SENSITIVITIES 


REMOVABLE.  WASHABLE  TRAY 
HOLDS  ALL  SUPPLIES 


all  these  ECG  advantages 


now  from  Sanborn 
for  ^695 


The  500  VISO  is  the  finest  cardio- 
graph Sanborn  has  ever  made,  and 
all  its  capabilities  can  be  delivered  to 
your  office  for  $695  complete  (Con- 
tinental U.  S.).  Electronic  circuitry 
and  recording  unit  in  individual  mo- 
dules — plus  numerous  refinements 
in  circuit  and  mechanical  design  — 
not  only  increase  overall  reliability 
but  yield  direct  savings  in  manufac- 
turing costs  and  assembly  time  as  well. 

You  or  your  technician  will  find  the 
500  VISO  quick  to  put  into  opera- 
tion . . . the  new  Redux  Creme  easy 
to  use  and  without  the  clean-up  prob- 
lems of  most  abrasive  paste  electro- 
lytes . . . and  the  “500’s”  chart 
tracings  sharp,  clear  and  free  from 
the  most  commonly-occurring  AC  arti- 
facts. For  complete  details,  call  your 
local  Sanborn  office  now.  Sanborn 
Company,  Waltham,  Mass.  02154 


Hewleti'-Packaiu),  Nedy  Snl/s  Diiiisloii,  3009  N.  Scottsdale  Road,  (002)  9t5-()112 

Scottsdale,  Arizona  85251 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  charaoter 
Effort 

SUBSTERNAL 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 

Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  —?Ai\en\.s  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 
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CML-4087 


130 


Arizona  Medicine 


President's  Page 


FREE  PENICILLIN 

In  the  midst  of  the 
holiday  season  we  are 
hard  pressed  not  to 
become  philosophical 
and  hortatative  and 
homiletical  about 
anything  for  discus- 
sion, even  realizing 
that  this  little  arbeit 
will  not  see  the  light 
of  day  until  long  af- 
ter the  “season  to  be 
jolly”  has  passed  and 
everyone  has  slipped 
back  into  his  cold, 
calculating  workaday 
mood.  And  what 
could  be  colder  than  the  facts  and  figures  of 
the  American  budget  or  the  economics  of  medi- 
cine. 

The  interpretation  of  these  safe  cold  figures, 
however,  can  be  fraught  with  the  heat  of  emo- 
tion and  in  the  ultimate  analysis  may  represent 
the  real  division  of  modern  political  thought  on 
domestic  policy. 

Last  summer  a family  that  I know  well  visited 
Peru.  This  was  a grand  trip,  meticulously 
planned,  and  we  awaited  the  return  date  with 
anticipation,  that  we  might  share  vicariously  in 
the  thrills  and  fascinations  of  such  a far  off 
country.  Imagine  my  astonishment  and  chagrin 
when  their  prime  words  of  greeting  were  “We 
got  a dose  of  penicillin  for  fifteen  cents!”  This 
was  most  important  to  them,  more  important 
that  the  beauty  of  Lima,  “the  city  of  kings,”  and 
the  Inca  culture  and  the  bolsas  on  Lake  Titicaca. 
They  completely  ignored  the  fact  that  they  had 
gone  to  a mission  hospital,  which  was  dispensing 
drugs,  given  to  it  voluntarily  by  persons  in  the 
United  States,  and  that  there  would  have  been 
no  penicillin  and  no  medical  care  at  all  without 
the  munificence  of  our— their— country  and  the 
dedication  of  medical  missionaries  around  the 
world. 

That  I,  a physician,  was  greeted  in  this  man- 
ner, severly  portrays  the  image  of  the  individual 
physician  in  relation  to  the  totality  of  medicine, 
including  the  costs  of  medical  care,  hospital  beds, 
pharmaceuticals,  insurance  premiums  and  just 
about  anything  else. 

Moreover,  this,  I think  also  represents  the  at- 


titude of  many— far  too  many— Americans  toward 
one  of  their  most  precious  assets— their  health, 
and  beyond  this,  their  own  interpersonal  rela- 
tionships, from  the  neighborhood  to  the  national 
levels.  It  is  too  evident  that  the  best  things 
are  free,  those  paid  for  by  someone  else— like 
the  government— are  second  best,  and  those  paid 
for  out  of  our  own  hard-earned  dollars  are  a poor 
third.  Stripped  of  all  verbiage  and  political  ap- 
purtenances this  politico-economic  philosophy 
represents  the  basic  ingredient  in  all  socialism. 

Yesterday  I read  the  family  clan  in  America 
has  been  destroyed  by  industriialization!  What 
a superficial,  repugnant,  emetic  — yes  emetic  — 
concept.  And  this  was  the  theme  of  an  article 
on  Fedicare,  favoring  King-Anderson  legislation. 
The  Fifth  Commandment  (Fourth  in  some  Bib- 
lical texts)  has  purportedly  given  away  to  a ma- 
chine and  must  be  replaced  by  government.  Can 
there  no  longer  be  any  honor  in  honoring  one’s 
parents,  even  in  the  greatest  of  societies?  The 
American  family  clan  is  being  destroyed,  is  be- 
coming decadent,  through  our  own  concupis- 
cence and  hedonism,  which  are  born  of  our  own 
affluence,  and  no  account  of  legislation  will  pro- 
vide a cure. 

But  change  is  occurring,  is  inevitable,  regard- 
less of  teleology  (not  theology  as  some  consider- 
ate soul  had  me  say  last  month)  and  human  mo- 
tivation. For  example,  health  care  is  now  fi- 
nanced by  the  well,  not  by  the  sick  and  we  won- 
der if  the  people  will  be  willing  to  continue 
providing  the  funds  necessary  for  voluntary 
health  endeavors  as  is  their  privilege  or  abdi- 
cate this  to  an  omnipotent  and  omniscent 
government. 

The  doctor-patient  relationship  is  changing. 
Twenty-five  per  cent  of  all  practicing  physicians 
are  now  salaried.  Physicians  in  this  country  are 
under  greater  scrutiny  than  in  any  other  eountry, 
yet  the  quality  of  medical  care  is  better  than 
anywhere  else. 

Last  year  the  cost  of  medical  care  in  the  U.  S. 
was  30  billion  dollars  or  5.8%  of  the  gross  na- 
tional produce,  of  which  24%  was  supplied  by 
the  U.  S.  government.  In  the  private  sector 
alone,  medical  care  cost  5.7%  of  all  personal 
income  after  taxes  or  some  22  billion  dollars  — 
a lot  of  money,  but  the  cost  of  recreation  was  6% 
of  the  gross  national  product  or  33  billion!  No 
wonder  we  need  courses  at  the  college  level  on 
the  efficient  use  of  leisure  time— recreation  is  big 
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business.  And  we  spent  as  much  for  alcohol 
and  tobacco  alone  as  we  did  for  health  and  not 
long  ago  more  for  bubble  gum  than  for  medical 
research.  These  are  just  figures,  statistics  and 
can  be  interpreted  in  numerous  ways,  but  to  me 
they  are  reminiscent  of  cultures  in  the  past  from 
which  we  could  learn  many  lessons.  (Of  course, 
bubble  gum  had  not  been  introduced  in  476 
A.  D.) 

Three  per  cent  of  the  National  Labor  force, 
some  2,300,000  persons,  is  engaged  in  producing 
and  providing  medical  services  in  the  United 
States  today.  To  provide  a minimum  wage 
base  of  $1.25  per  hour  for  this  group  would  iji- 
crease  the  cost  of  medical  care  14%— and  some 
who  wouldn’t  deign  to  work  for  twice  that  much 
want  15  cent  penicillin,  produced  by  American 
workmen. 

Incidentally,  while  we  are  thinking  of  drugs, 
almost  600  new  basic  chemical  and  biological 
drugs  were  developed  in  the  last  thirty  years. 
In  spite  of  plant  expansion,  labor  costs  and  re- 
search expenses,  parmaceutical  prices  have  gone 
down  13.8%  since  1949  compared  to  a rise  of 
26.7%  in  the  Wholesale  Price  Index  of  the  Bu- 
reau of  Labor  Statistics.  Being  acutely  aware 
of  the  attacks  on  the  American  Pharmaceutical 
industry  by  our  national  government  and  its  com- 
mittees, it  is  interesting  to  note  that  if  all  drug 
advertising  were  eliminated,  it  would  amount 
to  a saving  of  some  five  cents  on  a dollar  for  a 
prescription  item.  This  is  one  of  the  major 
things  the  Kefauver  committee  was  trying  to  do. 
How  the  medical  profession  would  be  affected 
by  such  a restriction  is  hard  to  envisage  and 
what  it  would  do  to  the  drug  industry  might 
well  be  catastrophic,  unless,  of  course,  the  doc- 
tors were  required  to  prescribe  only  from  a gov- 
ernment formulary  as  was  tried  by  the  govern- 
ment of  Australia  in  1949.  Fortunately  the  High 
Court  held  that  this  was  equivalent  to  civil  con- 
scription and  in  violation  of  the  Federal  Con- 
stitution of  that  country. 

To  inhibit  private  pharmaceutical  research  un- 
der the  American  way,  that  is  to  say  the  free  en- 
terprise system,  would  be  to  cut  out  one  of 
American  medicine’s  major  supports.  This  would 
be  almost  as  serious  as  the  unthinkable  projection 
of  the  third  party  into  the  most  sacred  doctor- 
patient  relationship,  that  we  see  lurking  in  the 
back  drops  of  the  American  scene. 


In  any  consideration  of  the  cost  of  medical 
care  in  the  U.  S.  in  1965  with  Fedicare  well 
above  the  horizon,  the  average  number  of  visits 
a person  makes  to  his  physician  each  year  be- 
comes an  important  basis  for  discussion.  In  the 
U.  S.  National  Health  Survey  for  1960  this  was 
found  to  be  5.0  for  all  persons.  The  breakdown 
into  age  groups  focusses  on  two  areas,  the  old 
and  the  young.  For  example,  an  oldster  age  65 
makes  6.9  visits  per  year,  so  if  both  husband 
and  wife  are  living,  this  averages  out  to  13.8 
visits  for  the  family  per  year.  Now  suppose 
the  paient  is  4 years  old;  he  will  make  6.2  visits. 
And  suppose  he  has  two  siblings  and  his  par- 
ents are  about  25  years  old,  a typical  American 
family.  That  family  will  see  its  doctor  28.4 
times.  Where  then  does  the  cost  of  medical  care 
devolve,  certainly  not  on  the  oldsters  on  social 
security  (remember  only  part  of  our  elderly 
would  be  covered  by  Fedicare)  but  on  the  young 
family  just  starting  in  life  with  home  and  car 
and  means  of  livelihood  to  obtain  and  develop. 
This  is  one  of  the  biggest  reasons  to  support 
Kerr-Mills  legislation  in  this  state— legislation 
for  need,  real  need,  not  class  legislation  for  a fa- 
vored few. 

Tied  in  with  office  visits,  of  course,  is  hospital 
utilization.  In  the  last  decade  there  has  been  a 
distinct  shift  in  the  cost  of  medical  care  from 
physician  services  to  hospital  services.  In  1952 
there  were  some  17,000,000  admissions  to  acute 
hospital  beds  or  113  per  1000  population;  by 
1962  this  had  risen  to  24,307,000  admisisons  or 
132  per  1000  population.  This  represented  10 
billion  dollars  for  operating  costs  including  $6,- 
735,000,000  in  wages  to  1,763,000  employees.  In 
the  last  five  years  the  cost  of  hospital  care  in- 
creased 46%  and  represented  the  major  increase 
in  total  medical  care  for  which  the  doctors  are 
held  responsible.  But  within  this  increase  must 
be  recognized  a 150%  decrease  in  time  for  hos- 
pitalization for  hemorrhoids,  100%  for  gall  blad- 
der disease,  100%  for  ulcers,  100%  for  appendi- 
citis and  66%  for  cancer  and  the  mortality  from 
pneumonia  has  been  reduced  57%,  which  no- 
body seems  to  realize.  As  a matter  of  fact,  10 
billion  dollars  a year  is  added  to  the  gross  na- 
tional product  due  to  the  decreased  mortality 
and  morbidity  from  disease,  enough  to  pay  for 
the  operation  of  all  7,000  hospitals  in  the  U.  S. 

The  economics  of  the  modern  medical  attack 
on  disease  is  one  of  the  brightest  stars  in  the 
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sky.  Any  disease  ean  be  analyzed  from  this 
standpoint  and  many  of  them  have,  but  consider 
for  a moment,  in  this  limited  space,  just  one, 
poliomyelitis.  With  this  disease  alone,  in  just  5 
years  over  6 billion  dollars  was  saved  over  and 
above  the  research  cost— voluntarily  contributed 
—of  developing  the  polio  vaccine.  So  in  evaluat- 
ing the  costs  of  medical  care,  let  us  not  forget  the 
extension  of  life  and  health  and  happiness  and 
the  actual  reduction  in  cost  of  treating  disease, 
any  disease,  compared  even  to  25  years  ago.  This 
story  must  be  told  realistically  to  the  laity  and  to 
the  Congress  by  the  physicians  of  the  United 
States  by  every  means  available— and  maybe  we 
will  not  need  billions  for  government  medical 
centers  all  over  the  country. 

There  is  nothing  to  be  proud  of  in  free  peni- 
cillin, at  least  not  in  receiving  it.  Man  must  earn 
something  and  pay  something  to  maintain  his 
dignity  and  self  respect.  The  Australians  had  to 
learn  this  the  hard  way  and  today  enjoy  an  em- 
minently  successful  voluntary  health  scheme, 
which  would  not  have  come  about  were  it  not 
for  a united  medical  profession  to  insist  on  the 
dignity  and  sanctity  of  the  doctor-patient 
relationship. 

Lest  there  be  any  questions,  let  me  say  loudly 
that  I am  proud  of  our  United  States,  and  will 
remain  proud  regardless  of  the  decisions  it 
makes.  In  the  coming  year  the  doctors  and  the 
hospitals  must  make  great  decisions  in  the  area 
of  health  care,  but  the  American  people  will 
need  to  make  even  greater  decisions,  decisions 
affecting  their  very  spiritual  fiber  and,  more 
importantly,  the  spiritual  fiber  of  their  children 
and  the  future  of  the  world. 
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A DEDICATION 


This  is  a special  issue  of  Arizona  Medicine 
both  in  content  and  purpose.  It  contains  only 
original  articles  relating  to  cardiac  and  vascular 
disease  and  surgery,  primarily  by  Arizona  doc- 
tors. It  is  a sign  of  progress  that  only  a few 
years  ago  these  articles  could  not  have  been 
written.  The  quality  of  work  and  the  dedication 
to  purpose  mirrored  in  these  manuscripts  reflects 
an  excellence  of  medical  practice  in  Arizona  of 
which  we  can  all  be  proud. 

When  it  became  apparent  that  cardiovascular 
techniques  in  our  state  were  making  such  rapid 
strides,  we  wished  to  include  some  of  this  work 
in  our  journal.  At  the  suggestion  of  one  of  our 
associate  editors  we  gathered  together  these 
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original  articles  and  felt  it  appropriate  to  desig- 
nate them  for  the  month  of  February,  which  is 
“Heart  Month.” 

We  hope  this  departure  meets  with  your  ap- 
proval. Further,  we  would  like  this  unique  issue 
to  commemorate  two  of  our  colleagues  who 
were  partners  in  practice  and  who  died  recently 
within  seven  weeks  of  each  other.  Their  un- 
timely deaths  were  a direct  result  of  cardiac  and 
vascular  diseases  for  which  a more  permanent 
cure  may  be  developed  in  the  near  future.  We 
dedicate  this  issue  to  the  memory  of  our  late  as- 
sociate editor  Louis  G.  Jekel,  M.D.,  and  our 
good  friend  Robert  H.  Snapp,  M.D. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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and  do  not  necessarily  represent  the  official  stand  of  The  .\rizona 
may  be  sought  in  the  published  proceedings  of  that  body. 
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Ediforials 


DIAGNOSIS  AND 
SURGICAL  TREATMENT 
OF  HEART  DISEASE 
IN  ARIZONA 

HOW  many  Arizonans  know  that  each  week  up 
to  four  open  heart  surgical  procedures  are 
done  in  our  state  and  that  posibly  four  more 
closed  heart  operations  may  be  performed  dur- 
ing that  same  period? 

In  1956,  at  St.  Luke’s  Hospital  in  Phoenix,  a 
dream  was  born.  Interested  and  proficient 
cardiologists,  general  practitioners,  roentgenolo- 
gists and  thoracic  surgeons  decided  to  meet 
every  Monday  to  review  difficult  diagnostic  car- 
diac problems  and  then  perform  cardiac  cathe- 
terization as  indicated.  This  weekly  meeting  has 
continued  to  date.  No  charge  is  ever  made  for 
the  thoughts  and  recommendations  of  this  dedi- 
cated group  whose  members  now  average  25  to 
30  in  attendance. 

At  about  the  same  time  similar  work  was 
started  in  Tucson  at  St.  Mary’s  Hospital.  On 
November  24,  1959,  the  first  open  heart  pro- 
cedure, a repair  of  an  interventricular  septal  de- 
fect, was  accomplished  at  St.  Mary’s  Hospital  in 
Tucson.  On  May  5,  1963,  a mitral  Starr  valve 
prosthesis  was  first  employed  by  the  Tucson-St. 
Mary’s  team.  On  March  31,  1960,  the  first  open 
heart  atrial  septal  defect  was  repaired  at  St. 
Luke’s  Hospital  in  Phoenix.  On  March  29,  1961, 
the  acquired  heart  field  was  entered  with  the 
first  open  heart  repair  of  a mitral  valve  lesion, 
again  at  St.  Luke’s  Hospital  in  Phoenix.  In  Sep- 
tember, 1959,  a third  diagnostic  and  surgical 
team  commenced  cardiac  surgery  at  Good  Sa- 
maritan Hospital  in  Phoenix,  and  on  May  16, 
1963,  an  aortic  Starr  valve  was  first  employed 
at  that  Hospital.  On  February  20,  1964,  the 
mitral  and  aortic  valves,  located  in  the  high 
pressure,  left  side  of  the  heart,  were  both  re- 
placed with  prosthetic  valves  during  one  opera- 
tion at  the  Good  Samaritan  Hospital. 

In  addition  to  these  more  obvious  clinical  en- 


Earl  J.  Baker,  M.D. 


deavors,  progress  toward  ever  better  future  care 
is  continued  in  all  three  institutions.  The  Tuc- 
son Medical  Genter— St.  Mary’s  group  are  ac- 
tively engaged  in  original  surgical  research  in 
conjunction  with  the  University  of  Arizona.  The 
Good  Samaritan  team  has  a close  liaison  with 
Arizona  State  University  and  has  recently  com- 
pleted a research  project  in  conjunction  with  the 
Phoenix  Veteran’s  Administration  Hospital.  St. 
Luke’s  Hospital  unit  has  an  integrated  teaching 
program  for  the  resident  medical  and  surgical 
doctors  in  Maricopa  Gounty  Hospital.  These 
young  physicians  aid  both  in  the  diagnostic  and 
surgical  care  of  Gounty  cardiac  patients.  On 
June  23,  1964,  at  St.  Luke’s  Hospital,  an  open 
heart  surgical  procedure  was  first  performed  by 
the  County  Hospital,  Chief  Resident  in  Surgery. 

In  all  of  these  centers  an  ever  increasing  vol- 
ume of  cardiac  patients,  young  and  old,  their 
disease  congenital  or  acquired,  are  seen.  The 
active  support  of  the  Arizona  Heart  Association 
is  a major  factor  in  the  continued  conquest  of  this 
problem.  Grants  are  made  available  for  further 
surgical,  scientific  studies  and  doctor  education 
in  specialty  areas.  Patients  are  referred  to  pro- 
per clinics  and  health  agencies  and  the  important 
project  of  continued  community  education  in  this 
disease  is  maintained  on  a day-to-day  basis 
throughout  the  state.  In  addition,  each  winter 
in  Phoenix,  a cardiac  symposium  conducted  by 
nationally  and  internationally  famous  cardiolo- 
gists and  cardiac  surgeons  is  sponsored  by  the 
Arizona  Heart  Association. 

Our  state  certainly  may  be  most  proud  of  the 
highly  productive  activity  of  all  these  profes- 
sional and  lay  people  who  call  themselves  Ari- 
zonans. Their  accomplishments  today  can  only 
lead  to  a better  tomorrow  for  the  ^ ictims  of  our 
leading  cause  of  death— heart  disease. 
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Stelazine“  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient— 
with  little  or  no  drowsiness 


When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f],  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

StolP  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f]  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 


Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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t^eaH  A Pafe 


ONE  of  the  first  problems  which  must  be  re- 
solved in  order  to  start  a medical  school  is 
the  one  which  deals  with  the  relationship  be- 
tween the  medical  school  and  its  parent  univer- 
sity. To  some,  this  may  not  seem  to  be  a prob- 
lem of  much  substance;  however,  to  those  of  us 
on  the  seene,  it  has  proven  to  require  as  much 
thought  as  any  we  have  yet  faeed.  There  are 
three  “relationships”  which  must  be  established: 
(1)  geographic;  (2)  administrative,  and  (3)  aca- 
demic. It  is  worth  noting  that  these  three  areas 
are  not  mutually  exclusive;  that  is,  no  one  of 
them  ean  be  defined  independently  of  the  other 
two.  As  an  example,  if  the  university  is  located 
in  one  town  and  the  college  of  medicine  is  in 
another,  it  is  obvious  that  many  of  the  academic 
and  administrative  relationships  between  the  two 
campuses  will  be  pre-determined  (perhaps  pre- 
cluded ) and  each  will  operate  semi-autono- 
mously  with  regard  to  the  other. 

After  the  deeision  was  made  that  Arizona’s 
College  should  be  loeated  in  Tucson,  a great  deal 
of  thought  was  given  to  the  preferred  “geo- 
graphic” situation  for  the  College  within  the  city 
itself.  Several  factors  became  important  in  such 
a decision.  For  example:  faculty  and  student 
considerations  on  the  under-graduate  campus 
( especially  at  the  basic  science  level ) : graduate 
degree  programs;  proximity  between  basic  sci- 
entist and  clinieian;  relationship  of  both  to  the 
available  clinical  material;  ease  and  convenience 
for  commuting  physicians;  access  to  major  traffie 
routes;  and,  of  course,  cost. 

Such  factors  as  these  prompted  us  to  give  seri- 
ous consideration  to  as  many  as  six  different  phy- 
sical locations  for  the  College  of  Medicine  within 
Tueson.  We  believe  that  the  selection  of  the 
“Polo  Village”  area  represents  a nearly  ideal 
solution  for  our  requirements,  at  the  least  cost 
to  the  taxpayer,  since  its  thirty  acres  are  already 
owned  by  the  University.  Looking  into  the 
future,  we  felt  that  there  would  be  several 
potential  sources  of  both  clinical  material  and 
community  physicians  which  might  later  be 
important  to  the  medical  college.  They  are:  the 
Tueson  Medical  Center;  St.  Joseph’s  and  St. 
Mary’s  Hospitals;  Davis  - Monthan  Air  Force 


Base;  the  Veterans  Administration  and  the  Pima 
County  Ceneral  Hospitals.  One  could  also  add 
the  University  of  Arizona’s  experimental  farm 
which  may  well  serve  as  an  extension  of  the  ani- 
mal facilities  at  the  medical  college.  The  Polo 
Village  area  is  centrally  located  among  all  these 
facilities.  In  addition,  it  is  adjacent  to  the  Uni- 
versity campus,  thus  permitting  some  interdigi- 
tation  of  the  undergraduate  and  medical  curric- 
ula, good  proximity  between  both  faculties, 
undergraduate  and  clinieal  programs  in  nursing, 
pharmacy  and  medical  technology.  Further,  the 
College  is  served  by  major,  north-south  and  east- 
west,  roads  and  should  prove  to  be  very  acces- 
sible to  all  persons. 

Still  under  eonsideration  are  decisions  related 
to  the  best  possible  administrative  relationships 
between  the  College  of  Medicine  and  the  Uni- 
versity of  Arizona.  Ideally,  we  are  hoping  to 
treat  this  new  College  as  an  important  addition 
to  the  University  itself,  rather  than  as  a new 
and  autonomous  unit  of  the  University.  Of 
course,  certain  areas  of  critical  function  may  re- 
quire duplication.  Purchasing  and  accounting 
are  almost  assured  of  such  treatment;  (can  you 
imagine  trying  to  get  two  units  of  A negative 
blood  at  four  o’elock  in  the  morning  through 
existing  University  channels?)  The  physical  and 
power  plants  will  have  to  be  separate,  and  pos- 
sibly the  telephone  switchboard  as  well. 

On  the  other  hand,  the  medical  library  will 
be  a division  of  the  University  library  and  all 
doctoral  programs  (except  the  M.D.)  will  be 
administered  as  part  of  the  Graduate  College 
of  the  University.  We  can  anticipate  some  dupli- 
cation, although  hopefully  very  close  collabo- 
ration between  individual  departments  and  di- 
visions on  the  two  campuses,  especially  in  the 
fields  of  anatomy,  physiology,  biochemistry,  mi- 
crobiology and  psychology.  Our  location  adjacent 
to  the  campus  will  also  permit  the  development 
of  strong  academic  bonds,  through  mutual  inter- 
ests, with  other  colleges  such  as  Agriculture 
(human  consumption  of  pesticides).  Engineering 
( miniaturization  and  internal  measuring  de- 
vices), Pharmacy  and  Nursing. 
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matter’s  of  eciitorial  interest 
to  tire  medioal  profession 


Dean's  Page 

Finally,  the  most  important  aspect  of  the  re- 
lationship between  the  College  of  Medicine  and 
the  University  centers  on  the  student  himself. 
And,  although  mention  has  already  been  made 
of  the  student  and  his  pre-medical  and  medical 
curriculum,  evidence  is  accumulating  that  we 
may  be  on  the  threshold  of  an  important  new 
curriculum  design  involving  studies  in  the  life 
sciences  for  all  University  students,  and  not  just 
those  who  are  headed  for  careers  in  medicine. 
Curricula  such  as  these  may  go  far  to  help  both 
the  patient  and  the  physician  orient  to  each 
other  in  the  more  complex  environment  which 
the  twenty-first  century  almost  inevitably  assures. 


We  thought  this  time  around  it  might  be  good 
to  tell  you  a little  about  what  currently  is  going 
on  at  Blue  Cross/Blue  Shield: 

1.  Our  Executive  Director,  John  C.  Foster,  has 
been  on  a series  of  one-night  stands,  addressing 
groups  on  the  Kerr-Mills  Bill.  Thus  far  he  has  talk- 
ed to  the  Scottsdale  Rotary,  Camelback  Lions, 
Casey  Club,  Sertoma,  North  Phoenix  Lions,  Ad- 
vertising Club,  Health  Advisory  Conference,  and 
will  speak  to  the  Phoenix  Exchange  Club.  As  you 
no  doubt  know,  John  is  the  National  Chairman  of 
the  Blue  Shield  Task  Force  on  Kerr-AAills,  and  has 
done  a considerable  amount  of  work  on  this  pro- 
gram with  the  National  Association  of  Blue  Shield 
Plans. 

2.  New  materials  on  enrollment  folders  and  con- 
tracts have  now  either  been  printed,  or  are  in  the 
process  of  being  printed,  for  distribution  to  our 
membership. 

3.  All  departmental  and  division  annual  reports 
for  1965  have  now  been  submitted  for  a careful 
reviewing,  plus  any  recommendations  that  were 
felt  to  be  vital  to  further  implementing  any  of 
the  programs  currently  under  way- 

4.  The  idea  of  budgets  being  set  down  in  black 
and  white  was  very  successful  during  its  first 
year  of  operation  within  the  plan,  and  has  had 
enthusiastic  responses  from  all  staff  members, 
particularly  those  who  have  to  be  concerned  in 
any  manner  with  budgetary  aspects.  This  is  espe- 
cially true  of  enrollment,  professional  relations, 
public  relations,  internal  operations  and  the  exec- 
utive branch.  The  feeling  behind  a budget  is  that 
it  is  just  not  setting  forth  allocated  amounts  of 
money  to  be  used,  but  is  establishing  these 
amounts  so  they  can  be  used  to  the  wisest  and 
best  advantage. 

5.  Along  these  same  lines,  as  soon  as  all  final 
returns  are  in  for  1964,  the  annual  report  will 
be  finished  off  and  wrapped  up  for  distribution 
to  doctors,  hospital  personnel,  enrolled  groups, 
direct-pay  subscribers,  community  leaders,  li- 
braries, chambers  of  commerce,  all  news  media, 
etc.  Over  the  years,  the  annual  report  has  been 
a source  of  information  for  many  people,  and 
many  items  from  the  report  have  been  repro- 
duced in  newspapers  and  used  over  radio  and 
television. 

These  are  but  a few  of  the  important  current 
happenings  at  Blue  Cross/Blue  Shield. 


3308 

MEDICAL 

BUILDING 

3308  North  Third  Avenue 
Phoenix,  Arizona 

• 746  Square  Feet 

• 2 Examining  Rooms 

• Reception  Room 
® Secretary's  Office 
® Laboratory 

• Private  Doctor's  Office 

• Carpeted  - Well  Decorated 

• Covered  Parking 

CONTACT 

BATES  & SPRINGER 
Phone  264-5333 
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IF  YOU  COULD  BUT  SEEF^IN 

If  you  could  see  pain  itself— not  merely  the  re-  maximal  safety  from  the  risk  of  incurring 

action  to  pain— how  much  more  accurately  you  codeine  side  effects.* •••••••••••• 

could  appraise  it!  How  much  better  you  could  ||  Contraindications:  Hypersensitivity  to  any  in- 
note the  effectiveness  with  which  codeine— in  i'  «■'  ^ gredient.  Precautions:  As  with  all  phenacetin- 

safe,  low  dosage— can  confer  full  codeine  bene-  \ ' A-'  containing  products,  avoid  excessive  or  pro- 
fit, when  its  action  is  potentiated  by  simple  ' longed  use.  Side  effects:  Side  effects  are  un- 
analgesics, and  enhanced  by  phenobarbital!  ^ oommon—nausea,  constipation  and  drowsiness 

This  is  what  Phenaphen  with  Codeine  provides,  1 av  \ have  been  reported.  ••••••••••••• 

to  enable  you  to  “get  the  best  out  of  codeine”  f A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 

PHENAPHEN  WrrH  CODHNE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning;  may  be  habit  forming)  in  three  strengths:  gr,  (Phenaphen 

No.  2);  1/2  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
(21/2  gr.)  162.0  mg.;  Phenobarbital  (V4  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 


There’s  nothing  like  a vacation 

for  relaxing  stress-induced  smooth  muscle  spasm 


.nothing,  that  is,  except  the 

sedative -anti spasmodic  action  of  DONNATAr 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.^-® 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer®— selectively  include  only  the  therapeuti- 
callydesired  alkaloids  in  precisely  and  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.® 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders. . . in  peptic 
ulcer, functional  bowel  distress,^  gastroin- 
testinal spasm  and  discomfort, ^ and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

*This  one  at  Oak  Creek,  Castle  Rock,  Arizona 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K.,  Balfour,  D.  C.,  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


Donnatalis 


In  each  Tablet,  Capsule 
or  5 cc.  Elixir 

0.1037  mg hyoscyamine  sulfate 

0.0194  mg atropine  sulfate  


In  each 
Extentab® 


0.3111  mg. 
0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg hyoscine  hydrobromide  ...  0.0195  mg. 

16.2  mg.  (Y4  gr.)  phenobarbital  (%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.) 
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Since  1941  this  has  been  the  vitamin-mineral 
formula  of  choice  of  physicians  in  the  West. 

It  still  is! 
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In  Memoriam 


WILLIAM  H.  WOERN,  M.D.  1903-1964 


Dr.  William  H.  Woern,  Phoenix,  Otolaryngolo- 
gist, age  61,  died  suddenly  at  home  December 
15,  1964  from  Pulmonary  Infarction.  He  was 
born  in  Breckenridge,  Michigan  in  1903.  At  the 
age  of  nine  his  family  moved  to  Loveland,  Colo- 
rado where  he  finished  grade  and  high  school. 
His  Pre-Medical  work  was  done  in  three  years 
at  Denver  University.  Following  this  he  went 
to  the  Medical  School  at  University  of  Arkansas, 
garduateing  in  1931.  While  doing  his  Extern 
work  at  Polasky  County  Hospital  in  Little  Rock 
he  met  his  wife  Florence  who  was  a graduate 
nurse.  His  intern  year  was  done  at  St.  Louis 
City  Hospital.  Dr.  Woern  received  two  years 
of  Post  Graduate  training  in  1935  and  ’36  in  the 
Department  of  Otolaryngology  at  the  University 
of  P.  Dr.  Woern  practiced  E.N.T.  in  Little  Rock, 
Arkansas  until  1941  when  he  moved  to  Phoenix. 


The  first  successful  Traehectomy  for  cancer 
of  the  larnyx  in  Phoenix  was  done  by  him  in 
1941  at  old  St.  Joseph’s.  The  patient  lived  for 
16  years  following  the  operation. 

Dr.  Woern  did  extensive  post  graduate  work 
in  E.N.T.  and  allergy  at  many  places,  two  of 
which  were  the  University  of  Indiana  and  the 
University  of  California.  Dr.  Woern  was  in- 
terested in  building  things.  Among  his  hobbies 
were  rebuilding  old  cars  and  most  of  his  office 
furniture  was  designed  and  built  by  him.  In 
past  years  he  wrote  and  published  several 
articles. 

He  was  a member  of  Masons  and  Eastern  Star 
in  Loveland,  Colorado  and  the  First  Presbyterian 
Church  of  Phoenix.  He  is  survived  by  his  wife, 
Florence,  and  one  son. 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T,  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


era!  psycTiTairy  and  neuro! 


psychoa^ 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 
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Stamp  of  Approval 
on  Virtually  any  Ulcer  Regimen 

PRO-BANTHiNU 

(propantheline  bromide) 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however,  Pro-Banthine  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-BanthIne  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthine,  dietary 
management  plus  Pro-Banthine,  surgery 
plus  Pro-Banthine,  or  some  combination  of 
the  three. 

Pro-Banthine  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions— Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 
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TUCSON  DOCTORS 
DEVELOP  PUMP  FOR 
HEART  SURGERY 

A team  of  heart  surgeons  in  Tucson  has  made 
a significant  discovery  that  takes  science  one 
step  closer  toward  replacing  faulty  hearts  with 
artificial  ones. 

After  2)2  years  of  research,  a pump  has  been 
developed  that  allows  short-term  replacement  of 
the  heart  during  surgery. 

THE  DISCOVERY-“We  became  aware  that 
the  heart  is  a passive  organ  and  that  it  only 
pumps  out  what  is  pumped  into  it,”  said  Dr. 
Robert  M.  Anderson. 

This  new  knowledge  enabled  Anderson  and 
his  colleagues.  Dr.  James  M.  Fritz  and  Dr.  James 
E.  O’Hare,  to  concentrate  in  the  development  of 
a self-regulating  device.  And  they  succeeded. 

The  pump  has  been  used  experimentally  on 
animals  for  up  to  five  hours  at  a time,  but  never 
on  a human  patient. 

“We’ve  got  about  six  months  to  a year  of  labo- 
ratory work  to  do  before  we  can  use  it  on  a 
human,”  said  Anderson.  To  this  end,  the  Arizona 
Heart  Association  is  granting  the  heart  team 
$3,500  to  help  perfect  the  device. 


Reprints 

“If  the  same  principles  used  in  the  pump  could 
be  miniaturized  we  could  have  an  artificial  or 
mechanical  heart,”  said  Anderson. 

Heart  pumps  are  not  new.  One  of  the  many 
now  used  in  heart  surgery  centers  all  over  the 
world  was  developed  by  Anderson  in  a garage 
in  Los  Angeles  before  he  moved  to  Tucson  sev- 
eral years  ago. 

“Rut  most  of  these  regulate  the  blood  output 
by  a fantastic  number  of  controls.  This  latest 
device  simplifies  the  whole  procedure  because 
it  allows  the  patient’s  own  vascular  system  to 
regulate  the  blood  output,”  Anderson  said. 

He  claims  the  pump,  built  by  a grant  from  the 
Heller  Foundation  of  Tucson,  is  the  simplest  in 
existence.  With  some  modifications  it  may  event- 
ually be  used  as  a long-term  booster  pump  for 
people  with  failing  hearts. 

“All  it  does,  ” he  added,  “is  utilize  the  hydraulic 
system  of  the  heart  while  surgery  is  being  per- 
formed.” 

The  team  is  well-known  in  the  Southwest  for 
the  open  heart  operations  it  performs  at  St. 
Mary’s  Hospital  and  Tucson  Medical  Center. 
The  research  has  been  conducted  at  Tucson 
Medical  Center  in  cooperation  with  the  Univer- 
sity of  Arizona  Department  of  Zoology. 

Dominic  Crolla 
TUCSON  DAILY  CITIZEN 
Nov.  18,  1964 


NEW  VOLUME  ON  BLOOD  PRESSURE,  TOXEMIA 
PUBLISHED  IN  AHA'S  HYPERTENSION  SERIES 

A new  volume  of  special  interest  to  practicing  physicians  has  been  published 
by  the  American  Heart  Association  in  its  series  on  hypertension.  Entitled  “Hyper- 
tension-Blood Pressure  and  Toxemia  of  Pregnancy,”  it  consists  of  the  proceed- 
ings of  the  1963  meeting  of  the  Association’s  Council  for  High  Blood  Pressure 
Research.  It  is  reprinted  from  a supplement  to  the  August,  1964,  issue  of  the 
Association’s  journal.  Circulation. 

The  volume  contains  14  articles  devoted  to  clinical  problems.  Edited  by 
Simon  Rodbard,  M.D.,  it  is  available  at  $2.50  a copy  from  the  Arizona  Heart 
Association  or  the  AHA  national  office,  44  East  23rd  Street,  New  York,  N.Y. 
10010. 
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MUOR  MEDICAL  EXPENSE  POLICY 

DOCTORS  HAVE  ASKED: 

WHY  DON'T  YOU  INCREASE  THE  SURGICAL  SCHEDULE? 
WHY  DON'T  YOU  INCREASE  THE  ANESTHETIST  SCHEDULE? 
WHY  DON'T  YOU  ALLOW  MORE  FOR  DOCTORS'  CALLS? 


To  increase  the  benefits  of  these  schedules  would  naturally  require  a substantial  increase 
in  premium  rates  of  the  Hospital  Benefits  Assurance  Plan. 

Instead  of  paying  such  an  increase  in  premium,  our  policy*owners  prefer  to  have  a Major 
Medical  Expense  Policy.  If  it  is  more  than  a small  amount,  they  will  be  protected  from  major 
catastrophes  by  the  Major  Medical  Expense  Policy. 

It  provides  your  patients  with  coverage  that  may  start  paying  while  their  hospital  plan  is 
paying  and  continues  to  pay  when  their  hospital  protection  stops.  After  the  deductible, 
the  Major  Medical  pays  80%  of  covered  expenses  up  to  $5,000.00  or  $10,000.00.  This 
co-insurance  feature  with  the  deductible  keeps  the  cost  of  this  valuable  protection  low.  It 
gives  your  patients  complete  peace  of  mind  when  they  must  go  to  the  hospital. 

While  we  feel  that  our  benefits  paid  for  surgical  procedures  are  generous,  in  no  way  do 
they  set  the  physician's  fee.  We  believe  that  the  physician's  fee  is  a personal  matter  between 
the  doctor  and  his  patient. 


HBA  MAJOR  MEDICAL  HELPS  PAY 


Hospital  Room  & Board 
Hospital  Services 
Surgical  Fees 
Doctor's  Calls 


Anesthesia  & Administration 
Lab  Tests  & X-Ray 
Drugs  & Medications 
Private  Nurses 


Prosthetic  Appliances 
Radioactive  Therapy 
Ambulance  Service 
Rental  Equipment 


GUARANTEED  RENEWABLE  FOR  LIFE 
PAYS  IN  ADDITION  TO  ANY  HOSPITAL  PLAN 
FULL  BENEFITS  ANYWHERE  IN  THE  WORLD 


Phoenix  — First  Street  & Willetta 

Mesa  — 456  N.  Country  Club  Drive 
Tucson  — 31  North  Tucson  Blvd. 


THE 


LIFE 


INSURANCE  COMPANY 
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wccupanonai  merapist  guiaes  patient  in  newly  acquired 
hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospita 
are  encouraged  to  participate  in  constructive  hobbies  as  another  integral  j 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions.  ! 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area  ! 

or  in  the  special  hobby  workshop  in  the  hospital  ■ 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 

.PPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
>F  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


\mi\m  nuiipiici 


5055  North  34th  Stree 
AMherst  4-411 
PHOENIX.  ARIZON 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATF 

A Non-Profit  Corporatit 


Gesundheit!”' 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

EMPRAZir 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 


‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil'. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  ar>d  1000. 

Also  available  with  codeine  — on  prescription  only  — as 

‘EMPRAZIL-C'®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

—rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 

two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are- 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty- 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  foranalgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset.- 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTHRALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.^ 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pied- 
nisone,  Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute- 
psychoses,  Cushing's  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes- 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)- 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 
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Topics  of  Current  Medical  Interest 


THE  AMERICAN 
HEART  ASSOCIATION 


Early  in  the  20th  century  physicians  were  just 
beginning  to  perceive  the  magnitude  of  the  car- 
diac problem  and  to  recognize  that  something 
could  be  done  to  assist  its  victims. 

Pioneering  efforts  in  cardiac  rehabilitation  at 
JNew  York’s  Bellevue  Hospital  offered,  in  1914, 
the  first  conclusive  demonstration  that  with  care- 
ful attention  to  the  home  and  work  environment 
plus  regular  examination,  many  cardiacs  could 
continue  in  self-supporting  occupations.  These 
findings  were  reinforced  in  a second  demonstra- 
tion of  the  value  of  cardiacs’  employment  con- 
ducted in  Sharon,  Conn.,  at  a trade  school  and 
workshop  for  cardiac  convalescents,  organized 
under  the  guidance  of  Dr.  Lewis  A.  Conner, 
later  the  first  President  of  the  American  Heart 
Association. 

Stimulated  by  the  results  of  these  projects, 
several  New  York  physicians  formed  the  Associ- 
ation for  the  Prevention  and  Relief  of  Heart 
Disease  in  May  1916.  Its  purposes  were  so  widely 
hailed  and  its  services  and  counsel  were  in  such 
immediate  demand  that  the  need  for  an  organi- 
zation of  national  scope  was  soon  recognized. 

By  1922,  a nationally  representative  group  of 
physicians  gathered  in  St.  Louis  under  the  chair- 
manship of  Dr.  Robert  H.  Halsey  to  discuss 
organizational  steps;  two  years  later,  the  Ameri- 
can Heart  Association  was  formally  incorporated 
under  the  laws  of  New  York  State. 

Defining  its  functions,  the  new  organization- 
comprised  entirely  of  physicians  and  scientists 
—saw  the  need  “to  coordinate  all  activities  bear- 
ing on  the  heart  problem,  to  develop  new  lines 
of  research,  to  collect  and  distribute  accurate 
information,  to  further  public  health  and  indus- 
trial education,  and  to  develop  a sound  public 
opinion  as  to  the  true  meaning  and  seriousness 
of  the  problem.” 

In  retrospect,  the  full  accomplishment  of  these 
objectives  was  to  require  the  kind  of  partnership 
between  the  medical  and  scientific  community 
and  lay  leaders  which  did  not  actually  emerge 


until  the  Association  was  reorganized  as  a na- 
tional voluntary  health  organization  in  1948.  But 
important  progress  was  made  nonetheless  in  the 
interim. 

With  an  almost  non-existent  budget,  the  newly- 
fledged  Association  was  able  to:  stimulate  the 
formation  of  more  cardiac  clinics  and  of  new 
heart  associations  in  several  states;  arrive  at 
more  accurate  classifications  of  heart  diseases; 
arrange  for  better  training  of  doctors  in  this 
field;  formulate  standards  for  the  use  of  such 
important  diagnostic  tools  as  the  electrocardio- 
graph and  sphygmomanometer  (blood  pressure 
machine);  undertake  other  measures  to  advance 
the  study  and  practice  of  cardiology. 

In  1925  the  first  Scientific  Sessions  were  held. 
They  were  continued  throughout  the  intervening 
years,  usually  in  conjunction  with  meetings  of 
the  American  Medical  Association  or  other  pro- 
fessional groups  (except  for  three  years  during 
World  War  II).  The  same  year  saw  the  start 
of  publication  of  the  American  Heart  Journal 
as  the  Association’s  monthly  scientific  journal  (it 
was  later  succeeded  in  this  role  by  Circulation) . 
In  addition,  a modest  publications  program  was 
undertaken  through  which  articles  by  eminent 
authorities  on  important  and  practical  aspects  of 
diagnosis,  prognosis  and  treatment  were  printed 
as  pamphlets  and  distributed  at  cost,  and  in  1932 
the  first  issue  of  Modern  Concepts  of  Cardiovas- 
cular Disease  was  issued. 

In  1936  the  “vascular  specialists”  were  wel- 
comed as  a Section  for  the  Study  of  the  Periph- 
eral Circulation  into  the  corporate  structure  with 
the  “heart  specialists.”  The  move,  expressing  a 
growing  awareness  that  study  of  diseases  of  the 
heart  could  not  be  divorced  from  study  of  other 
parts  of  the  circulatory  system,  established  the 
foundation  for  the  Association’s  Councils.  Eight 
of  these  specialized  scientific  groups  now  exist 
within  the  Association,  providing  an  opportunity 
for  physicians  and  scientists  to  pursue  their  par- 
ticular professional  interests  within  the  total  car- 
diovascular framework. 
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What  this  strictly  professional  Association  of 
1924-48  was  unable  to  do  became  increasingly 
apparent:  it  could  not  meet  the  need  for  a greatly 
expanded  research  effort  or  for  a nationwide  pro- 
gram of  public  education  and  service.  As  the 
dimensions  of  the  cardiovascular  problem  be- 
came more  clearly  defined,  the  necessity  of  a 
vastly  expanded  base  for  the  fight  against  heart 
disease  became  ever  more  urgent.  Following 
delays  due  to  World  War  II,  the  reorganization 
of  the  American  Heart  Association  as  a national 
voluntary  health  agency  was  accomplished.  The 
Assembly  — the  Association’s  national  delegate 
body— was  created  and  for  the  first  time  non- 
medical people  became  members  of  the  Associ- 
ation and  of  its  governing  bodies. 

The  way  was  now  open  for  a three-pronged 
attack  on  the  heart  and  blood  vessel  diseases 
through  research,  public  and  professional  edu- 
cation, and  community  heart  programs. 


DR.  NEUMANN  TO 
LEAVE  TUCSON 

Dr.  Charles  P.  Neumann,  Tucson  psychiatrist 
who  has  accepted  an  appointment  as  medical 
director  of  the  Silver  Hill  Foundation,  New 
Canaan,  Conn.,  said,  The  decision  to  leave 
Tucson  took  months,  and  was  the  most  diffieult 
choice  I’ve  had  to  make.” 

As  medical  director  of  the  Silver  Hill  Founda- 
tion, one  of  the  largest  psychiatric  institutions 
in  the  East,  Dr.  Neumann  will  be  in  charge  of  a 
“broad-spectrum”  in-patient  and  out-patient  pro- 
gram. 

Dr.  and  Mrs.  Neumann  plan  to  leave  Tucson 
on  March  15,  when  his  term  of  office  as  president 
of  Community  Service  Inc.,  (which  operates  the 
Comstock  Children’s  Hospital  and  the  Marshall 
Home  of  Old  Men)  will  e.xpire. 

A graduate  of  Princeton  University  and  the 
University  of  Pennsylvania  Medical  School,  Dr. 
Neumann  was  a fellow  in  neuropathology  at 
Bellevue  Hospital,  New  York,  and  resident  in 
neuropsychiatry  at  Lennox  Hill  Hospital,  New 
York. 

The  first  medical  director  of  the  Tueson  Child 
Guidance  Clinic  and  a member  of  the  Arizona 
State  Board  of  Public  Welfare  from  1961  to  1963, 
Dr.  Neumann  has  been  active  in  state  and  local 
affairs  during  his  Il-year  Tucson  residence. 


‘PHYSICIAN’S 
AID-CARLSON  FUND” 
ANNOUNCED 

It  was  recently  announced  by  the  Los  Angeles 
County  Medical  Association  that  a “Physician’s 
Aid-Catlson  Fund”  had  been  established  in 
memory  of  the  late  Doctor  Paul  E.  Carlson,  who 
w'as  killed  a short  time  ago  in  Africa.  This  fund, 
which  has  been  co-founded  by  the  Los  Angeles 
County  Physician’s  Aid  Association,  is  to  benefit 
the  wife  and  children  of  Doctor  Carlson. 

At  the  time  the  announcement  was  made  in 
a press  conference  at  LACMA  Headquarters,  Dr. 
Elmer  Gooel,  M.D.,  President  of  the  Association, 
stated  “It  is  with  humility  that  I announce  the 
establishment  of  the  Physician’s  Aid  Carlson 
Eund  to  assist  Doctor  Carlson’s  widow  and  fam- 
ily to  the  understanding  that  his  fellow  physi- 
cians are  not  unmindful  of  his  total  dedication 
to  medicine’s  highest  ideals.” 

Those  interested  in  contributing  to  this  fund 
are  requested  to  make  out  their  checks  as  fol- 
lows; PHYSICIAN’S  AID  CARLSON  FUND- 
Address:  1234  North  Vermont,  Los  Angeles  29, 
California 


NATION’S  NEWEST  CITY 
HAS  FIRST  PHYSICIAN 

Dr.  Daniel  Beltz,  the  first  physician  to  estab- 
lish residency  in  Lake  Havasu  City,  a rising  new 
city  on  the  Colorado  River,  opened  a five-room 
office  in  December. 

A general  practitioner  and  former  specialist  in 
internal  medicine.  Dr.  Beltz  discontinued  a 20- 
year  practice  in  Los  Angeles  in  order  to  live  and 
work  in  Lake  Havasu  City. 

Situated  in  the  heart  of  a vast  vacation  play- 
ground, 235  air  mile  east  of  Los  Angeles  and 
150  miles  northwest  of  Phoenix,  the  new  city  is 
rapidly  taking  shape  as  a light  industrial  center 
and  year-round  resort  capital.  Master  planned 
for  60,000  people,  it  is  destined  to  be  the  third 
or  fourth  largest  city  in  Arizona  within  20  years. 

Dr.  Beltz  was  a member  of  the  faculty  at 
White  Memorial  Hospital  in  Los  Angeles  for  13 
years.  In  1932,  he  was  president  of  the  Los 
Angeles  Chapter  of  the  American  Academy  of 
General  Practitioners. 
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TVCSON  DOCTORS 
ELECTED 

Doctor  Hermiinn  S.  Rhu,  Jr.,  was  elected 
President  of  the  Southwest  Obstetrical  and  Gy- 
necological Society  at  its  recent  annual  meeting. 
Doctor  George  Fraser  was  elected  Vice  Presi- 
dent. It  was  announced  that  the  1965  meeting 
of  the  Society  will  be  held  in  Tucson  at  the 
Arizona  Inn  on  October  28,  29  and  30. 


CURRENT  SURGICAL 
STATUS  OF  CONGENITAL 
HEART  PROBLEMS 

A wide  variety  of  congenital  heart  defects  can 
now  be  managed  successfully  through  appropri- 
ate surgery. 

These  include  both  extracardiac  lesions  such 
as  patent  ductus  arteriosus,  coarctation  of  the 
aorta,  as  well  as  a very  wide  variety  of  intra- 
cardiac defects. 

Curative  surgery  is  now  available  for  the 
above  mentioned  extracardiac  defects  as  well  as 
the  following  intracardiac  defects:  ventricular 
septal  defect,  tetralogy  of  Fallot,  atrioventricu- 
laris  communis, atrial  septal  defect,  pulmonary 
stenosis,  total  anomalous  pulmonary  venous 
drainage,  aortic  pulmonary  window,  aortic  left 
ventricular  canal,  ruptured  aneurysm  of  the 
sinus  of  Valsalva,  aortic  valve  stenosis  or  re- 
gurgitation, mitral  valve  stenosis  or  regurgita- 
tion, Ebstein’s  malformation  of  the  tricuspid 
valve,  and  complete  transposition  of  the  great 
vessels. 

The  indications  for,  immediate  and  late  surgi- 
cal results  will  be  discussed  for  a number  of 
these  congenital  lesions.  The  above  is  an  ab- 
stract of  a paper  presented  at  the  Arizona  Heart 
Association’s  Eighth  Annual  Cardiac  Symposium 
by  C.  Walton  Lillehei,  M.D.,  Professor  of  Sur- 
gery, University  of  Minnesota  Medical  School. 
The  meeting  was  held  at  the  Arizona  Biltmore 
Hotel,  January  29,  30,  1965. 

The  above  is  an  abstract  of  a paper  presented  at  the  Arizona 
Heart  Association’s  Eighth  Annual  Cardiac  Symposium  by  C. 
Walton  Lillehei,  M.D.,  Professor  of  Surgery,  University  of  Minne- 
sota Medical  School.  The  meeting  was  held  at  the  Arizona  Bilt- 
more Hotel,  January  29,  30,  196.5. 


Topics  of  Current  Medical  Interest 

Baptist  Medical  Center 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

FAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - GANGER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PEDIATRICS 

Carl  A.  Holmes,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Barar.owski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 

Now  Leasing  — Immediate  Occupancy 
Cali  Mr.  Thorner  or  Mrs.  Duecy 
947-5441  - 946-9091 

CR  4-1289  or  945-6694 
(After  6 p.m.) 
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Future  Medical  Meetings  and  Postgraduate  Education 

ARIZONA  CANCER  SEMINAR- 1965 
Sponsored  By 

AMERICAN  CANCER  SOCIETY,  ARIZONA  DIVISION 

March  17-20 

PIONEER  HOTEL,  TUCSON,  ARIZONA 

FACULTY 


Dr.  Paul  E.  Boyle,  DMD;  Dean,  Sehool  of 
Dentistry,  Western  Reserve  University, 
Cleveland,  Ohio. 

Dr.  Thomas  Carlile,  Mason  Clinie,  Seattle, 
Washington;  Past  President  of  the  Society  of 
Nuclear  Medicine. 

Dr.  Vincent  P.  Collins;  Professor  and  Chair- 
man, Department  of  Radiology,  College  of 
Medicine,  Baylor  University,  Houston,  Texas. 

Dr.  James  P.  Cooney;  Vice-President  in 
charge  of  Medical  Affairs,  American  Cancer 
Society. 

Dr.  Emmerich  Von  Haam;  Professor  of 
Pathology,  School  of  Medicine,  Ohio  State 
University,  Columbus,  Ohio. 


THE  COMPENSABLE  INJURY,  And  The 
Problem  of  Remotivating  the  Patient 

Arizona  State  Hospital 
Phoenix,  Arizona 

February  13  & 14,  1965 
Sponsored  by  the  University  of 
Southern  California  and  the  Arizona 
Academy  of  General  Practice 

Thirteenth  Annual  Clinical  Meeting 

THE  AMERICAN  COLLEGE  OF 
OBSTETRICIANS  AND  GYNECOLOGISTS 

San  Francisco,  California 
April  5-8,  1965 

NATIONAL  MEDICOLEGAL 

AMERICAN  COLLEGE  OF  SURGEONS 

SYMPOSIUM 

Dunes  Hotel,  Las  Vegas,  Nevada 

Sectional  Meeting  for  Doctors 

March  11 -13,  1965 

and  Graduate  Nurses 

co-sponsored  by 

The  American  Medical  Association 

The  Olympic  Hotel,  Seattle,  Washington 

and 

The  American  Bar  Association 

March  8-11,  1965 

Dr.  Howard  H.  Mahorner;  Mahorner  Clinic, 
New  Orleans,  Louisiana. 

Dr.  Donald  B.  Rochlin;  Assistant  Professor 
of  Surgery,  School  of  Medicine,  University 
of  California,  Los  Angeles. 

Dr.  Robert  D.  Sullivan;  Director,  Depart- 
ment of  Cancer  Research,  Lahey  Clinic 
Foundation,  Boston,  Massachusetts. 

Dr.  John  A.  Wall;  Professor  of  Clinical  Gy- 
necology, College  of  Medicine,  Baylor  Uni- 
versity, Houston,  Texas. 

Dr.  Elton  Watkins,  Jr.;  Lahey  Clinic  Foun- 
dation, Boston,  Massachusetts. 
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Physicians’  Directory 


ArMA 

DIRECTORY 
AND  CIASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  CameJback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 


HOWARD  M.  PURCELL,  JR.,  M.D. 
JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 

Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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Physicians’  Directory 


Pharmacy  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AAA  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology  and  X-ray  Therapy 

1313  N.  Second  St. 

Phone  ALpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  AAcDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 


THIS  SPACE  AVAILABLE 
see  page'f  157  for  rates 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

AAid-Town  AAedical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


THIS  SPACE  AVAILABLE 
see  page  157  for  rates 


Fairmont  Pharmacy 

3231  East  AAcDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSAAETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


tScoitsclale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  AAedical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 
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Classified 


Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


Internist,  age  32,  Military  Obligation  served. 

Completing  Training  June  1965. 
Interested  in  relocating  in  Phoenix  or  Tucson. 

REPLY: 

Box  64-6,  P.  O.  Box  128,  Scottsdale,  Arizona 


General  Practitioners  and  Internist  needed  for 
new  Medical  Center  in  fastest  growing  section 
of  Albuquerque  — 30,000  population  per  phy- 
sician at  this  time.  A new  area  with  good  income, 
stable.  Other  physicians  saturated  after  6 months 
practice. 

Reply  Box  64-5,  P.  O.  Box  1 28, 
Scottsdale,  Arizona 


Classified 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


PHYSICIANS  WANTED.  Positions  available  imme- 
diately for  well  qualified  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona. 


Ideal  Professional  Location  adjacent  North  Central 
Avenue,  north  of  McDowell  Road  in  the  high  rise 
area.  Available  now  with  excellent  terms-  Less 
than  $3.00  per  square  foot  for  a 140'  x 164'  prop- 
erty. 

CONTACT:  Joe  Garcia  Realty,  Agent 
4118  East  McDowell  Road 
275-7486 


Northwest  Phoenix  — Maryvale  Community 
Hospital  seeking  three  or  four  physicians  to  cover 
emergency  room,  full-time  or  part-time  basis. 
Salary,  plus  benefits.  Contact  Personnel  office 
939-6511,  Ext.  238  or  write  5102  West  Camp- 
bell, Phoenix,  Arizona  85031. 
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R.  N.  Anesthetist  needed  to  act  as  admin- 
istrator at  Grand  Canyon  Hospital,  P.  O.  Box  265, 
Grand  Canyon,  Arizona. 

Please  contact  by  letter  or  phone  638-2441 . 


Staff  nurses  needed  for  full-time  work.  If 
interested,  please  contact  by  letter  at  Grand  Can- 
yon Hospital,  P.  O.  Box  265,  Grand  Canyon,  Ari- 
zona or  by  phone  at  638-2441. 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Iron  deficiency 
is  effectiveiy  treated 
with  Zentinic® 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adoiescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B compiex  vitamins  are  in- 
cluded for  general  nutritional  support. 

500232 


zentinic* 


Multifactor  Hematinic  with  Vitamins 
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"A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation . . . improve  his 
prospects  for  employment . . .foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents, and  young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 

*Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 

2,  p.  865.  43264  PARK£.  DAVIS  A COMPANY.  Detroit.  Michigan  4B339 


PARKE-DAVIS 


Dilantin' 

(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 
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THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 

AND  THREATENED 


AND  HABITUAL  ABORTION 


irt  vivo  measurement  ’ . 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscie 


utrexiri 


H.  W.&D.  BRAND  OF  LUTUTRIN 

3000  UNIT  TABLETS 

The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor’’  for  Lutrexin  (Lututrin). 

Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


OF  CONTRACTS 


As  we  all  know,  variety  is  the  spice  of 
life.  We're  not  out  necessarily  to  spice 
life,  but  we  are  out  to  offer  you  a 
variety  of  contracts  that  fits  your  wants 
and  needs,  while  based  on  realistic  costs. 

^ Arizona  Blue  Cross/Blue  Shield 
can  offer  you  practically  anything  you 
now  want  in  the  way  of  hospital,  medical- 
surgical  coverage.  Heinz  for  years  has 
prided  itself  on  its  57  varieties.  Now  you 
can  have  as  many  or  more  through  Blue 
Cross/Blue  Shield  for  your  health  care. 

^ On  a group  basis,  you  can  buy 
practically  any  number  of  days  of  care 
you  want  up  to  120,  with  set  allowances 
for  room  and  board,  or  a semi-private 
room  allowance  in  full,  an  80/20  program 
for  the  first  $500  of  so-called  extra  ser- 
vices (operating  room,  drugs,  x-rays, 
laboratory,  etc.)  to  full  benefits  for  the 


number  of  days  of  the  contract.  ♦ In 
contrast  to  the  extensiveness  of  cover- 
ages, you  will  be  interested  to  know  that 
the  combined  operating  expenses  for 
Blue  Cross/Blue  Shield  were  approxi- 
mately 7 percent  of  the  income  in  1963. 
There  is  no  insurance  company  that  can 
match  this  low  cost,  and  by  keeping 
operating  costs  down,  this  is  one  reason 
you  can  have  broader  benefits  and  con- 
tracts when  you  belong  to  Blue  Cross/ 
Blue  Shield. 
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In  anxiety  and  tension  states... 


tranquilization 

“H 

muscle  relaxation 
unsurpassed  safety 
= a tranquilaxant 


R 


GHIiORMEZMIllllE 


Trancopal  “is  effective  in  symptomatic  treatment 
of  anxiety.”'"  A powerful  tranquilaxant,  it  also  re- 
lieves muscle  spasm  so  often  accompanying  anxi- 
ety and  tension.  Other  indications  include:  ulcer 
syndrome,  spastic  colon,  alcoholism,  premen- 
strual tension,  and  bronchial  asthma.  Side  effects 
such  as  occasional  drowsiness,  dizziness,  flush- 
ing, nausea,  depression,  weakness  and  drug  rash 
have  been  observed  in  less  than  3 per  cent  of 
patients.  If  severe,  medication  should  be  discon- 
tinued. In  most  patients,  side  effects  are  minor 
and  do  not  necessitate  interruption  of  treatment. 
There  are  no  known  contraindications.  The  usual 
adult  dosage  is  one  Caplet®  (200  mg.)  three  or 
four  times  daily;  in  some  patients  100  mg.  three 
or  four  times  daily  suffice.  Dosage  for  children 
(5  to  12  years)  is  usually  from  50  to  100  mg.  three 
or  four  times  daily.  Trancopal  is  available  in  200 
mg.  Caplets  (green  colored,  scored)  and  100  mg. 
Caplets  (peach  colored,  scored). 

•A.M.A.  Council  on  Drugs;  J.A.M.A. 183:469  (Feb.  9)  1963. 


Tension  complicated  by  pain? 

...you  want  a 
dependable  tranquilaxant 
plus  the  analgesic  effect 

of  aspirin 

Rx 


TRAHGlraESIC 

CHNKZIUMEMlSnHi 

100  mg.  300  mg. 


TRANCO-GESIC...for  the  more  comprehensive 
control  of  pain,  especially  in  tension  headache, 
sciatica,  lumbago  and  musculoskeletal  pain  asso- 
ciated with  strains  or  sprains. ..acts  dependably 
and  with  unsurpassed  tolerance.  Contraindicated 
in  persons  known  or  suspected  to  have  an  idio- 
syncrasy to  aspirin.  Side  effects  such  as  gastric 
distress,  occasional  weakness,  sedation  or  dizzi- 
ness may  be  noted  occasionally.  Ordinarily,  these 
may  be  reversed  by  a reduction  in  dosage  or  tem- 
porary withdrawal  of  the  drug.  The  usual  adult 
dosage  is  2 tablets  three  or  four  times  daily.  The 
suggested  dosage  for  children  from  5 to  12  years 
is  1 tablet  three  or  four  times  daily.  ‘Trademark 


Winthrop  Laboratories,  New  York,  N. 


Y. 


l^mfhrop 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 
Adjoining  Scottsdale  Baptist  Hospital 
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ORTHODONTIST 

James  C.  Toye,  D.D.S. 
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Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 
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PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 
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Hygroton® 

brand  of  chlorthalidone 
the  long-acting  diuretic 

Geigy 

Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 
Contraindications:  Hyper- 
sensitivity, and  most  cases 
of  severe  renal  or  hepatic 
disease. 

Precautions:  Reduce  dos- 
age of  concomitant  anti- 
hypertensive agents  by  at 
least  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dys- 
function is  aggravated.  Elec- 
trolyte imbalance  and 
potassium  depletion  may 
occur;  take  special  care  in 
cirrhosis  or  severe  ischemic 
heart  disease,  and  in  pa- 
tients receiving  corticoster- 
oids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recom- 
mended. 

Side  Effects:  Constipation, 
dizziness,  dysuria,  head- 
ache, hyperglycemia,  hyper- 
uricemia, leukopenia, 
muscle  cramps,  nausea,  pur- 
pura, thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  break- 
fast. 

Availability:  Tablets  of  100 
mg.  in  bottles  of  100  and 
1000. 

For  full  details,  seethe 
complete  prescribing  infor- 
mation. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  Hy-3416 
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How  does 
your  diuretic 
stack  up 
against 
Hygroton? 

brand  of  chlorthalidone 


Cyclothiazide 


120 


180 


Response  to  the  maximum 
effective  dose 
of  various  oral  diuretics 


Adapted  from  Swartz,  C.,  et  al. : 
Am.  J.  M.  Sc.  245:573,  1963. 


170 


Na  K Cl 


Chloro- 

thiazide 


Hydrochloro- 
thiazide 


1000  mg.b.i.d. 
4 tablets 


100  mg.  b.i.d. 
4 tablets 


160 


^ 150 

140 


Methyclo- 

thiazide 

10  mg.  o.d. 
2 tablets 


100 


daily 

d(^age 


Tnchldrme- 

thiazide 


8 mg.  o.d. 
2 tablets 


4 mg.  b.i.d. 
4 tablets 


Hygroton® 
brand  of 
chlorthalidone 

200  mg.  o.d. 

2 tablets 


Increase  above  control  levels  (mEq.)  24-hour  urine  collections 
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Because  of  the  large  number  of  meetings  to  report  in  this  issue, 
the  minutes  of  each  of  the  following  four  meetings  have  been 
condensed.  Those  who  might  want  a full  copy  of  the  minutes 
of  any  of  these  meetings,  may  obtain  same  by  requesting  them, 
in  writing,  from  the  Central  Office  at  Box  128  Scottsdale,  Ari- 
zona 85232. 


PUBLISHING  COMMITTEE 

Meeting  of  the  Publishing  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Friday,  January  22,  1965, 
in  the  Casa  Grande  Room  of  the  Francisco  Grande  Motor 
Inn,  Casa  Grande,  Arizona,  convened  at  8:10  P.M., 
Robert  F.  Lorenzen,  M.D.,  Editor,  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Rrewer,  W.  Albert,  President;  Foster,  R.  Lee; 
Green,  John  R.;  Henderson,  Charles  E.,  Secretary;  Loren- 
zen, Robert  E.,  Editor-in-Chief,  Chairman;  Taylor, 
Preston  J. 

Staff;  Carpenter,  Robert,  Executive  Secretary;  Robin- 
son, Rruce  E.,  Managing  Editor,  Business  Manager. 
Excused: 

Drs.  Bennett,  Chester  G.;  Hindman,  William  M.; 
O’Hare,  James  E.,  President-Elect. 

FINANCIAL  REPORT 

Doctor  Lorenzen  indicated  that  this  financial  report 
was  the  prime  reason  for  calling  this  meeting. 

Mr.  Bruce  E.  Robinson  presented  the  financial  state- 
ment for  1964. 

Doctor  Brewer  pointed  out  that  the  Publishing  Com- 
mittee was  well  within  the  established  budget,  even 
though  the  E.xpenditures  exceeded  the  Revenues  by 
$3,349.10. 

A comparison  financial  report  of  1963  and  1964  was 
presented.  It  was  pointed  out  that  National  Advertising 
revenue  decreased  by  $3,647.58. 

The  budget  for  1965  was  presented  as  prepared  by 
the  Treasurer.  It  was  pointed  out  that  the  1965  Budget 
reflects  a $4,250.00  operating  loss. 

It  was  the  general  feeling  that  deficit  hudgeting 
should  not  be  continued.  It  was  felt  that  provisions 
should  be  made  so  that  future  budgets  are  balanced. 
“Operating  Cost  Reduction  Ideas” 

A general  discussion  followed  on  two  major  expenses  — 

1.  Tree  journals  provided  to  the  Mexican  members  of 
the  Medical  Society  of  the  United  States  and 
Mexico  and  to  the  interns  in  training  in  Arizona 
hospitals.  The  cost  of  providing  these  free  journals 
is  $2,181.12. 

2.  Material  published  in  the  journal  for  other  com- 
mittees or  divisions  of  tlie  Association.  Cost  in 
1964  for  this  service  was  as  follows: 

40%  pages  of  minutes  during  1964 
12  pages  of  Directory  during  1964 
8 pages  of  Annual  Meeting  during  1964 

20%  pages  of  President’s  page  during  1964 
8H/2  pages 
19.36  Cost  per  page 
$1,577.84  Total  cost  for  1964 

The  Publishing  Committee  would  save  $3,758.96  by 
charging  the  above  mentioned  items  to  the  various 
committees  of  ArMA  who  liave  requested  or  to  whom 
they  have  been  devoted.  This  figure  is  based  on  the 
actual  printing  cost. 
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It  was  regularly  moved  and  unanimously  carried  that 
the  Editor  ask  the  Board  of  Directors  for  clarification  as 
to  whetlier: 

1.  The  Puhlisliing  Committee  is  to  operate  witliout 
a bank  loss  and  at  tire  same  time  absorb  the  cost 
of  providing  tlie  various  e.xpenses  of  free  journals 
and  printing  other  committee  material,  then  ac- 
counting procedures  shoidd  be  established  so  that 
the  proper  committee  or  sub-division  of  the  Asso- 
ciation he  charged  for  its  share  of  the  expense 
incurred;  or 

2.  The  Publishing  Committee  be  given  adequate  ap- 
propriation to  subsidize  tlie  operation  of  the  Com- 
mittee with  the  understanding  that  it  covers  the 
cost  of  the  various  services  provided  including  free 
journals  and  printing  other  committee  material. 

It  was  pointed  out  that  during  1964  we  would  have 
had  to  reduce  our  copy  (non-advertising)  173  pages 
(I4V2  pages  per  month)  in  order  to  break  even. 

A suggestion  was  made  that  another  way  to  offset 
the  operating  loss  would  be  to  hire  someone  to  sell 
local  adverti.sing. 

It  was  regularly  moved  and  unanimously  carried  that 
a solicitor  be  hired  to  sell  local  advertising  on  an 
experimental  basis.  It  was  understood  that  the  ty^re  of 
advertising  accepted  be  carefully  screened. 

PHYSICIAN'S  DIRECTORY 

The  question  of  whether  or  not  the  “Physicians’  Direc- 
tory” be  limited  to  members  of  the  Association  only  was 
raised.  Various  aspects  of  the  problem  were  discussed. 

It  was  regularly  moved  and  unanimously  carried  that 
listing  in  the  “Physicians’  Directory”  not  be  limited  to 
members  of  the  Association,  but  that  each  listing  be 
decided  on  its  individual  merits. 

TARRANT  COUNTY  RESOLUTION 

The  problem  of  printing  a resolution  passed  by  the 
Tarrant  County  Board  of  Directors,  which  was  critical 
of  tlie  Division  of  Environmental  Medicine  & Medical 
Services  of  A.M.A.,  was  discussed  and  letters  relating 
thereto  were  read. 

Dr.  Robert  L.  White,  Director  of  the  alrove  mentioned 
Division,  was  disturbed  by  the  fact  tliat  we  printed  the 
resolution  even  though  it  did  not  get  above  the  County 
level.  It  appeared  on  page  832  of  the  November  1964 
issue  of  the  journal. 

It  was  regularly  moved  and  unanimously  carried  tliat 
the  Editor  be  supported  in  this  matter. 

READERSHIP  SURVEY 

A status  report  of  the  current  readership  survey  was 
made  and  discussed  in  some  detail.  It  was  noted  that 
a complete  report  will  he  made  when  all  the  survey 
information  is  compiled. 

PSYCHIATRY  AND  THE  GP 

A request  was  received  from  the  State  Medical  Journal 
Advertising  Bureau  asking  if  we  would  accept  SIX 
PAGES  of  scientific  material  on  “Psychiatry  and  the  GP” 
to  be  written  and  printed  by  one  of  our  current  adx'er- 
tisers,  immediately  followed  by  TWO  PAGES  of  adver- 
tising. This  would  constitute  an  eight-page  insert  — on 
regular  paper  stock  — with  charge  to  he  made  lor  the 
two  pages  of  advertising. 

It  was  regidarly  mox’ed  and  unanimousK-  carried  that 
we  would  he  interested  in  this  t>pe  of  arrangement  if  the 
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scientific  material  meets  the  approval  of  the  editorial 
board,  and  that  it  is  understood  that  the  material  be 
accepted  or  rejected  on  the  basis  of  the  content  of  the 
said  material. 

MEETING  ADJOURNED  AT  10:20  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  January  10,  196.5, 
in  the  Erench  Quarter  of  the  Safari  Hotel,  4611  North 
Scottsdale  Road,  Scottdale,  Arizona,  convened  at  10:15 
A.M.,  Jack  E.  Brooks,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Baker,  Earl  J.;  Brewer,  W.  Albert,  President; 
Brooks,  Jack  E.,  Chairman;  Farness,  Orin  J.;  Frissell, 
Ben  P.;  Gregory,  T.  Richard;  Henderson,  Charles  E., 
Secretary;  Kohl,  Jr.,  Harold  W.;  Payne,  William  G. 

Staff:  Messrs  Carpenter,  Robert,  E.xecutive  Secretary; 
Robinson,  Bruce  E.,  Executive  Assistant. 

Guests:  Drs.  Edwards,  Walter  V.,  Member,  Subcom- 
mittee on  Industrial  Plealth  — Representing  Dr.  Fife; 
Heileman,  John  P.,  Member,  Subcommittee  on  General 
Medicine;  Moore,  William  J.,  Commissioner,  Arizona 
State  Department  of  Health. 

Excused: 

Drs.  Hamer,  Jesse  D.;  Melick,  Dermont  W.;  O’Hare, 
James  E.,  President-Elect;  Secrist,  Delbert  L. 

MINUTES 

Minutes  of  the  Professional  Committee  meeting  held 
November  8,  1964,  approved  as  printed  and  circulated 
among  the  members. 

SUBCOMMITTEE  REPORTS 

Aging 

Organization  — 

Recommended  that  there  be  appointed  Harold  W. 
Kohl,  Jr.,  M.D.,  and  Clarence  L.  Robbins,  M.D.,  both 
of  Tucson;  also  William  J.  Moore,  M.D.,  Commissioner, 
Arizona  State  Department  of  Plealth,  representing  the 
Governor;  and  that  Maricopa  County  Medical  Society 
be  invited  to  propose  the  name  of  a member  who  will 
be  willing  to  serve  on  this  Subcommittee.  Approved. 
Activity  — 

It  was  suggested  that  this  Subcommittee,  on  presenta- 
tion, review  programs  on  aging  of  other  states  and  sum- 
marize them  for  the  enlightenment  of  this  Committee 
which  will  keep  it  informed  of  what  is  going  on.  This 
will  stimulate  the  thinking  of  the  members  and  give  them 
some  idea  as  to  where  it  perhaps  needs  to  be  moving, 
thereby  profiting  by  the  programs. 

Meetings  — 

There  were  two  meetings  in  December  — one  in 
Portland  having  to  do  with  aging  and  the  other,  an 
institute  for  nursing  home  care,  in  Los  Angeles.  Dr. 
Farness  expressed  the  view  that  at  least  one  meeting  a 
year  should  be  attended  at  Association  expense. 

Nursing  Homes  — 

As  regards  “Guides  for  Medical  Care  in  Nursing 
Homes  and  Related  Facilities,”  it  is  the  feeling  that  the 


current  Rules  and  Regulations  of  the  Arizona  State 
Department  of  Health,  governing,  pretty  well  cover  the 
Guides. 

Kerr-Mills  — 

Dr.  Farness  reported  that  he  had  spoken  with  Governor 
Goddard  and  discussed  with  him  the  possibility  of  an 
insurance  program  for  the  state.  It  was  suggested  that 
he  look  into  it.  Such  plan  could  be  implemented,  spon- 
sored by  the  State  and  County,  possibly  with  federal 
assistance.  It  would  cover  both  the  indigent  and  partial 
indigent. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Legislative  Committee 
of  the  Association  that  it  prusue  the  implementation  of 
the  Kerr-Mills  program  with  emphasis  being  on  the 
insurance  of  al  of  the  aging  candidates;  and  that  the 
Legislative  Committee  be  made  aware  of  the  particular 
talent  of  Dick  Durbin  along  this  line,  asking  for  his 
assistance  in  clarification  of  the  type  of  program  pro- 
posed. 

Report  accepted  (as  a whole),  including  approval  of 
the  recommendations  relating  to  the  Subcommittee 
membership  composite. 

Allied  Medical  Groups 

VA  Hospital  Admissions  — 

Rex  E.  Keeling,  Acting  Hospital  Director,  V.A.  Hos- 
pital, Phoenix,  by  letter  dated  December  7,  1964,  states: 
“In  my  opinion,  all  patients  admitted  to  this  hospital 
are  admitted  in  strict  accordance  with  existing  laws,  and 
following  steps  and  procedures  as  prescribed  by  our 
Central  Office  in  implementing  those  laws.  The  proce- 
dures apply  uniformly  at  all  170  VA  hospitals,  and  are 
therefore  not  discretionary  at  a particular  hospital.” 
Briefly,  it  is  reiterated  with  regard  to  service-connected 
conditions,  patients  are  admitted  regardless  of  their 
financial  status.  Patients  with  non-service-connected 
illnesses  or  disabilities  are  admitted  providing  a bed 
is  available  and  a statement  of  need  is  executed. 

It  was  regularly  moved  and  unanimously  carried  that 
this  information  be  circularized  among  the  component 
county  medical  societies  with  the  thought  that,  should 
there  be  any  instances  of  violations  they  care  to  report, 
this  Committee  will  be  glad  to  investigate. 

Drug  Standards  — 

Regarding  drug  standards  of  legitimate  channels  of 
supply,  a liaison  meeting  will  be  held  shortly  with  the 
Arizona  State  Board  of  Pharmacy. 

Contact  was  made  with  a Mr.  Leonard  Fields,  Presi- 
dent of  Alpha  Zeta  Omega,  an  autonomous  professional 
fraternity  group,  not  involved  with  any  official  regulatory 
body  of  the  drug  industry.  His  response  by  letter  is 
being  awaited. 

It  was  agreed  that  the  liaison  meeting  with  Alfred 
Duncan,  Secretary  of  the  Arizona  State  Board  of  Pharm- 
acy, is  most  important  and  that  if  Dr.  Payne  has  not 
succeeded  in  filling  in  the  membership  of  his  Sub- 
committee, he  should  call  upon  members  of  the  Profes- 
sional Committee  to  accompany  him  on  such  occasion. 

ASNA  Liaison  — 

On  November  19th,  Dr.  Secrist  and  I attended  a 
meeting  of  the  Nurses  for  Arizona  Committee  in  the 
Community  Service  Building,  Phoenix.  Dean  Pearl  Coul- 
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ter  of  the  University  of  Arizona  School  of  Nursing, 
presided.  The  meeting  proved  to  be  quite  stimulating 
and,  I feel,  provided  the  first  step  in  establishing  better 
liaison  with  professional  nurses  organizations  in  Arizona. 
Dean  Coulter  pointed  out  that  the  committee  was,  in 
fact,  a creature  of  the  WICHE  organization  and  that 
their  only  liaison  directly  with  the  medical  profession 
had  been  on  an  informal  basis  through  the  good  offices 
of  Dr.  Melick,  who,  as  we  know,  has  an  official  position 
on  the  WICHE  Commission.  There  was  some  question 
as  to  whether  a committee  of  ArMA  should  establish 
liaison  with  the  group  present  here,  or  with  an  ad  hoc 
committee  appointed  by  the  Arizona  Nurses  Association. 
It  became  clear  that  considerable  work  needed  to  be 
done,  establishing  goals  to  be  attained  and  activities  to 
be  engaged  in,  both  by  the  nursing  profession  and  by 
the  medical  profession.  No  definite  action  was  taken  by 
the  Committee  because  it  was  felt  that  none  should 
be  so  taken.  Suggestions  were  made  that  perhaps  ArMA 
should  have  an  official  member  on  the  Nursing  for 
Arizona  Committee  and  Dean  Coulter  inferred  that  she 
felt  that  such  an  addition  to  the  committee  would  be 
welcome.  However,  at  least  I have  had  no  information 
that  such  a request  has  been  made  officially. 

The  prime  interest  of  the  Nurses  for  Arizona  Com- 
mittee seems  to  be,  at  the  present  time,  a study  to 
determine  just  what  the  nursing  needs  are  for  our  state; 
what  personnel  can  be  utilized;  what  training  should  be 
done;  and  how  already-trained  personnel  necessary, 
can  be  procured.  Much  of  this  information  is  germane 
e.xclusively  to  the  problems  of  nursing  education  and 
much  of  it  affects  the  medical  professional  vitally.  I 
would  presume  that  when  this  survey  is  completed,  it 
would  be  very  desirable  for  the  medical  profession  to 
be  made  aware  of  its  findings  and  to  meet  with  the 
appropriate  officers  of  the  Nurses’  Association  to  see 
if  any  avenues  of  mutual  endeavor  are  indicated.  Again, 
I feel  that  this  meeting  with  this  group  was  most  bene- 
ficial. The  professional  nurses  present  seemed  to  feel 
very  pleased  that  the  Medical  Association  was  interested 
enough  to  send  representatives  to  the  meeting,  and  I 
expect  it  would  eventually  turn  out  to  be  an  effective 
liaison  group  for  and  with  the  nursing  profession  and 
should  be  further  e.xplored. 

It  is  estimated  that  approximately  fifty  per  cent  of  the 
nurses  continue  to  be  trained  in  hospital  diploma  schools. 
Others  are  pursuing  graduate  baccalaureate  degrees. 
Symposium  training  for  nurses  has  been  commenced  by 
WICHE.  There  are  those  who  feel  nursing  education 
cannot  be  properly  conducted  away  from  a teaching 
medical  center.  The  Nurses  for  Arizona  Committee  is 
now  engaged  in  an  extensive  survey  as  regards  nursing 
needs  in  this  State  that  has  real  promise.  A meeting 
is  scheduled  to  be  held  Wednesday,  January  13,  1965 
in  the  Community  Service  Building,  Phoenix.  Liaison 
will  be  continued. 

ASNA-Nursing  Homes  — 

The  Board  of  Directors  of  this  Association,  in  meeting 
held  December  6,  1964,  gave  support  to  the  objective 
of  the  Arizona  State  Nurses’  Association  in  the  establish- 
ment of  a course  to  prepare  registered  nurses  for  em- 
ployment in  nursing  homes  in  Arizona.  ASNA  has  been 
so  notified.  Received. 
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NAPNES  Accreditation  — 

Information  is  in  hand  that  the  National  Association 
for  Practical  Nurse  Education  and  Service  has  had  an 
ongoing  accreditation  program  for  many  years.  At  the 
present  time,  it  has  accredited  57  schools  out  of  a total 
of  851  schools.  Also  in  hand  is  a copy  of  NAPNES 
policies  for  accreditation.  The  National  League  for 
Nursing  at  present  does  not  conduct  an  accreditation 
program  for  practical  nursing  schools  but  is  currently 
in  the  process  of  developing  criteria  and  plans  to  initiate 
such  a program  into  action  in  the  future.  The  criteria 
for  evaluating  schools  have  been  developed  by  the 
Council  of  Member  Agencies  of  schools  of  practical 
nursing,  that  is  to  say,  those  schools  that  are  represented 
on  this  council  send  two  persons,  usually  the  Director  and 
one  faculty  member,  to  meetings  of  the  Council.  These 
people  with  the  directors  of  other  schools  of  practical 
nursing  together  develop  the  criteria  which  will  later 
be  used  in  accreditation  visits  to  their  own  schools  of 
nursing.  At  the  present  time,  insofar  as  is  known,  the 
criteria  have  been  completed  and  are  currently  being 
reviewed  and/or  revised  by  all  members  of  the  Council. 
When  the  League  will  put  its  program  into  effect  has 
not  yet  been  announced. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Department  of  Nursing  of  the  Division  of  Scientific 
Activities  of  AMA  be  informed  that  it  is  the  opinion 
of  the  Professional  Committee  of  this  Association  that 
its  good  offices  should  be  used  wherever  possible  to 
realize  one  national  accrediting  agency  relating  to 
schools  of  practical  nursing. 

Sheltered  Care  Homes  — 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommends  to  the  Board  of  Directors 
that  the  Revised  Minimum  Standards  — Rules  and  Reg- 
ulations for  Sheltered  Care  Homes,  promulgated,  circular- 
ized and  finally  submitted  by  the  Arizona  State  Health 
Department  be  approved;  that  the  Board  be  informed 
that  it  is  the  opinion  of  this  Committee  that  the  sug- 
gested additions  to  these  Rules  and  Regulations,  requiring 
a financial  statement  and  provision  for  operator-manager 
professional  qualifications,  would  enhance  the  quality 
of  medical  and  nursing  care  of  patients  housed  in  such 
homes  and,  from  this  standpoint,  the  Committee  approves 
such  changes;  and  that  the  Legislative  Committee  be 
made  aware  of  the  completely  inadequate  vendor  pay- 
ments presently  provided  for  such  nursing  care,  urging 
it  to  be  alert,  seriously  review  and  support  any  measure 
introduced  during  the  current  State  Legislative  Session 
which  will  more  adequately  provide  therefor. 

Drug  Disposal  — 

Pima  County  Medical  Society  seeks  advice  as  to  the 
salvaging,  in  a manner  legally  and  without  the  challenge 
of  the  pharmacists,  of  the  unused  drugs  and  medications 
left  by  patients  in  nursing  homes  and  hospitals. 

It  was  regularly  moved  and  unanimously  carried  that 
this  matter  be  e.xplored  by  this  Committee  with  Mr. 
Duncan  of  the  Arizona  Board  of  Pharmacy  during  the 
forthcoming  liaison  meeting,  possibly  having  that  Board 
obtain  a legal  opinion  as  to  how  such  objecti\c  can  be 
achieved;  that  it  be  the  e.xpressed  view  of  this  Com- 
mittee that  it  is  in  sympathy  with  the  moti\'Cs  expressed 
by  the  Pima  Society;  and  that  the  Society  be  S(^ 
informed. 
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Restriction  of  General  Practitioners  — 

The  AMA  House  of  Delegates,  in  Clinical  Session  in 
Miami,  December  last,  received  Supplemental  Report  A 
of  its  Committee  on  Medical  Practice,  commending  the 
joint  Commission  on  Accreditation  of  Hospitals  and 
publicizing  its  statement  that  “General  Practitioners 
should  have  the  opportunity  to  practice  medicine  as 
active  staff  members  in  hospitals  and  should  have  granted 
to  tliem  such  hospital  privileges  as  their  training  and 
demonstrated  skills  indicate.”  It  is  recognized  the  Joint 
Commission  is  promoting  this  concept.  Assurance  has 
been  given  by  the  JCAH.  Surveyors  will  make  a more 
concerted  effort  to  obtain  information  as  to  whether 
a hospital  grants  privileges  in  its  clinical  departments 
only  to  those  physicians  who  are  specialty  certified  or 
certification  eligible,  or  who  are  members  of  specialty 
societies.  The  Reference  Committee  welcomed  this  assur- 
ance, believing  that  this  is  an  important  factor  but  in 
and  of  itself  should  not  be  the  sole  basis  for  denial 
accreditation. 

It  was  directed  that  hospital  staffs,  county  societies 
and  state  medical  associations  be  informed  of  this 
assurance  by  the  JCAH  and  this  conviction  of  the  House 
of  Delegates;  and  that  members  of  these  staffs  and 
societies  be  requested  to  submit  to  the  JCAH,  in  writing, 
any  situations  where  arbitrary  restrictions  by  hospitals 
against  general  practitioners  and  other  non-specialists  is, 
or  may  be,  occurring  or  appears  about  to  occur,  a copy 
of  such  communication  to  be  sent  to  the  AMA  Com- 
mittee on  Medical  Practice.  Received. 

Disasler  Medicine 

Organization  — 

Appointments:  Drs.  John  B.  Alsever  (Phoeni.x);  Fred- 
erick J.  Brady  (Tucson);  Walter  Brazie  (Kingman); 
Marshall  Brucer  (Tucson);  Ira  L.  Casey,  Jr.  (Springer- 
ville);  Richard  G.  Hardenbrook  (Prescott);  Schuyler  V. 
Hilts  (Tucson);  Hugh  B.  Hull  (PhoenLx);  William  J. 
Lajoie  (Phoenix);  William  R.  Langford  (Phoenix);  Wil- 
liam W.  McKinley,  Jr.  (Bisbee);  William  J.  Moore, 
Commissioner,  Arizona  State  Department  of  Health 
(Phoenix  — as  ex-officio  member);  Jack  I.  Mowrey 
(McNary);  Albert  J.  Ochsner,  II  (Yuma);  Robert  B. 
Patterson  (Safford);  Carl  W.  Waldron  (Phoeni.x);  J.  Gar- 
land Wood  (Flagstaff);  and  John  L.  Boyd,  D.V.M.,  repre- 
senting veterinary  medicine  (Phoenix);  Mr.  Robert  Schal- 
ler.  Business  Manager,  St.  Luke’s  Hospital  (Phoenix), 
representing  hospital  administration;  Garnett  E.  Schaffer, 
R.N.,  representing  the  nursing  profession  (Tucson);  Mr. 
Donald  Trent,  representing  HEW  in  Arizona  (Scottsdale); 
Wayne  Tucker,  D.O.,  representing  the  osteopathic  physi- 
cians (Tucson);  and  Wayne  W.  Miller,  Ph.,  representing 
the  pharmacists  (Phoenix). 

Immunization  — 

As  regards  immunization  (ArMA  House  Resolution  No. 
1.5  — smallpox  and  tetanus),  it  is  the  belief  such  program 
can  be  accomplished  through  the  county  medical  groups 
with  the  assistance  of  the  Health  Department,  nurses 
and  the  guidance  of  the  Association. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Subcommittee  prepare  some  type  of  communication 
witli  the  various  counties  urging  them  to  implement 
tins  immunization  program. 


Disaster  Medicine  — 

It  was  regularly  moved  and  unanimously  carried  that, 
in  the  light  of  the  reporting  on  the  recent  northwest 
disaster,  this  committee  express  to  the  Board  of  Directors 
its  feeling  of  urgency  expressed  by  the  Subcommittee  on 
Disaster  Medicine,  recommending  support  of  the  em- 
ployment of  a full-time,  qualified  individual  by  the 
Arizona  State  Health  Department  to  actively  pursue  a 
program  of  disaster  planning,  submitting  such  recom- 
mendation to  the  Board  of  Health  for  its  favorable 
consideration. 

General  Medicine 

NCANH  Accreditation  — 

H.  Close  Hesseltine,  M.D.,  Chairman  of  the  Board, 
National  Council  for  the  Accreditation  of  Nursing 
Homes,  by  letter  dated  November  21,  1964,  advises 
the  accreditation  of  nursing  homes  program  is  progress- 
ing satisfactorily.  It  is  voluntary;  individual  nursing 
homes  must  apply  for  survey  and  will  be  surveyed  on 
completion  of  application;  must  be  licensed  by  state; 
accreditation  given  on  three  levels  — (1)  intensive  care, 
(2)  skilled  care,  (3)  intermediate  care.  Program  under 
sponsorship  of  ANHA  and  AMA;  accreditation  is  less 
than  two  years  old;  430  homes  accredited  representing 
27,000  beds;  Mrs.  Pauline  Williams  (Williams  Conval- 
escent Home,  1608  East  Meadowbrook,  Phoenix),  Direc- 
tor of  National  Council;  survey  charge  $75.00  per  home 
plus  $1.00  per  bed,  to  be  modified  as  experience 
justifies;  accreditation  ordinarily  for  three  years;  and  the 
program  is  to  be  extended  as  rapidly  as  possible. 
Received. 

Nursing  Homes  Rules  and  Regulations  — 

It  is  anticipated  the  Rules  and  Regulations  for  Licens- 
ing of  Nursing  Homes  will  be  considered  for  revision 
within  a year.  At  such  time  as  consideration  thereto  is 
given.  Dr.  Moore  assured  the  Committee  he  would 
present  any  recommendations  indicated.  Received. 
Guides  for  Medical  Care  in  Nursing  Homes  — 

It  was  regularly  moved  and  unanimously  carried  that 
it  be  the  recommendation  of  this  Committee  that  these 
Guides  be  circularized  among  the  county  societies,  sug- 
gesting they  use  whatever  means  desirable  to  make  the 
members  cognizant  thereof,  especially  the  new  members; 
that  the  Guide  recommendations  be  published  in 
ARIZONA  MEDICINE;  that  if  possible,  all  nursing 
homes  in  this  State  receive  a copy,  such  distribution  to 
be  arranged  through  the  Arizona  State  Department  of 
Health  with  an  appropriate  accompanying  letter;  and 
that  the  Chairman,  Dr.  Kohl,  Jr.,  seek  an  audience  with 
the  Arizona  Nursing  Home  Association  and/or  the 
Nursing  Home  Advisory  Council  to  present,  as  an 
educational  program  for  operators  of  nursing  homes, 
these  Guides  for  Medical  Care. 

Cardiovascular  Diseases  — 

Dr.  Brewer  reported  the  nomination,  subject  to  the 
approval  of  the  Board  of  Directors  at  its  ne.xt  meeting, 
of  Robert  E.  Nenad,  M.D.,  of  Phoenix,  as  representative 
of  this  Association  in  line  with  recommendation  coming 
out  of  the  Second  National  Conference  on  Cardiovascular 
Diseases  held  November  last.  Dr.  Hugh  Hull,  St.  Luke’s 
Hospital,  Phoenix,  is  representative  of  the  Heart  Asso- 
ciation and  Dr.  Thomas  P.  K.  Lim,  Director  of  the 
Cardiovascular-Pulmonary  Laboratory  at  Tucson  Medical 
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Center,  representing  the  Health  Department.  Funds  for 
each  state  planning  committee  not  to  exceed  $500.00 
will  be  made  available  to  stimulate  essential  planning  for 
a follow-up  program  or  e.xpansion  of  an  existing  program 
in  the  prevention  and  control  of  cardiovascular  diseases. 
Received. 

Blood  and  Blood  Banking  — 

Received  notification  of  conference  on  Blood  and 
Blood  Banking,  sponsored  by  tbe  American  Medical 
Association  held  in  Chicago,  December  11  and  12,  1964. 

Community  Blood  Bank  Council,  Chicago,  forwards 
pamphlet  entitled:  “A  Nationalized  Blood  Bank”  dealing 
with  facts  as  regards  the  American  National  Red  Cross. 
A questionnaire  accompanies  the  letter,  dated  November 
20,  1964,  wherein  it  is  listed  that  Tucson,  Arizona,  in 
1961,  collected  16,235  units  with  an  estimated  commit- 
ment to  V.A.  Hospitals  of  700  units.  Current  participa- 
tion fee  is  requested  designated  which  form  is  dated 
October  30,  1964.  Apparently,  the  blood  banking  opera- 
tion of  NRC  in  Chicago  did  not  receive  the  approval  of 
the  Chicago  Medical  Society.  Received. 

Smoking  and  Health  — 

California  Medical  Association,  by  letter  dated  No- 
vember 19,  1964,  acknowledges  return  of  questionnaire 
by  this  Association  and  forwards  summary.  It  appears 
several  state  societies  are  not  members  of  existing  inter- 
agency councils  (20  such  reported  by  State  Departments 
of  Public  Health);  and  that  the  types  of  resolutions 
passed  (by  state  medical  associations)  were  more  con- 
cerned with  recognition  of  the  problem  than  with  actual 
participation  or  leadership  by  physicians  in  active  control 
measures.  Received. 

Athletes’  Medical  Examinations  — 

William  E.  Berry,  Principal,  Washington  High  School, 
Phoenix,  reports  study  on  development  of  a state-wide 
program  of  accident  insurance  coverage  for  athletes. 
Information  regarding  a uniform  medical  examination 
form  sought.  Acknowledge  letter  and  advise  we  do  not 
have,  presently,  a committee  on  sports  medicine  and 
regret  our  inability  to  provide  information  regarding 
insurance  forms  for  this  type  of  medical  examination, 
nor  do  we  have  knowledge  of  such  form  ever  coming 
to  our  attention. 

It  was  determined  ‘Sports  Medicine”  will  be  included 
in  the  activities  of  General  Medicine. 

Medical  Education 

Medical  School  Seminars  Membership  Statistics  — 

In  the  absence  of  both  Dr.  Melick  and  Dr.  Lowell  C. 
Wormley,  the  latter  to  have  substituted  for  tbe  Chairman, 
Dr.  Brooks  read  a letter  reporting  that:  (1)  many  sugges- 
tions have  been  forwarded  to  Dr.  Merlin  K.  DuVal,  Jr., 
Dean,  University  of  Arizona  Medical  School,  in  the 
matter  of  appointment  of  a Professor  of  Medicine;  (2)  the 
next  meeting  of  the  Subcommittee  will  probably  be  held 
in  Tucson,  February  twenty-first  or  twenty-eighth;  (3) 
additional  candidate  suggestions  for  Professor  of  Medi- 
cine will  be  welcome,  providing  nominations  are  doc- 
umented; (4)  requests  from  Yuma  and  Gila  County 
Medical  Societies  for  conduct  of  postgraduate  seminars 
are  being  investigated;  (5)  no  favorable  response  has 
been  received  from  either  Good  Samaritan,  St.  Joseph’s 
or  St.  Luke’s  Hospitals  accepting  the  suggestion  that  said 
institutions  invite  an  out-of-state  doctor  who  would  make 
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morning  rounds  during  the  week,  spend  two  to  three 
evenings  with  staff  reporting  observations  as  regards  the 
hospital  and  medical  education  programs  conducted, 
carry  on  any  seminars  requested,  and  at  the  end  of  the 
session,  meet  with  the  Administrator  of  the  Hospital  and 
Chief  of  Staff  and  discuss  his  findings;  (6)  the  Board  of 
Directors  has  referred  to  its  Articles  of  Incorporation 
and  By-laws  to  provide  medical  school  faculty  members, 
and  others  of  similar  categories,  with  the  irrivilege  of 
applying  for  active  membership  in  the  Association;  (7) 
Dr.  Martin  C.  Flohr’s  (Williams)  article  in  Arizona 
Republic  misinteiqjreted  statistics  and  was  advised  there 
are  eighty-eight  students  from  Arizona  attending  medical 
schools  in  the  West  and  approximately  ninety  students 
attending  outside  the  west;  (8)  correspondence  with  the 
AMA  Council  on  Medical  Education  was  initiated  in  an 
endeavor  to  clarify  the  term  “entered”  when  used  in 
statistical  reporting  of  students  in  medical  schools  as  not 
all  are  freshmen;  and  (9)  effort  will  be  continued  to 
corre.spond  with  component  county  societies  outside 
Alaricopa  and  Pima  to  ascertain  their  wi.shes  as  regards 
seminars,  providing  each  with  a newly  developed  appli- 
cation form  setting  forth  the  pertinent  information 
desired. 

Mental  Health 

Advisory  Committee  — Mental  Health  and  WICHE 
Postgraduate  Courses  in  Psyehiatry 

In  the  absence  of  Dr.  Gregory  who  left  the  meeting 
to  answer  an  emergency.  Dr.  Henderson  reported  that: 

(1)  Board  of  Directors  confirmed  presidential  appointees 
to  serve  as  a Professional  Advisory  Committee  to  the 
Citizens’  Advisory  Committee  on  Mental  Health;  and 

(2)  postgraduate  courses  in  psychiatry  commenced  in 
Flagstaff,  January  seventh,  followed  by  another  com- 
mencing the  twenty-eighth  — enrollment  limited  to 
fifteen  — WICHE  will  support  two  such  courses  in 
Phoenix-Tucson  and  Safford  courses  yet  to  be  scheduled 
— AAGP  granted  30  hours  Category  I credit  for  Flagstaff 
courses  and  20  hours  for  Phoenix. 

State  Hospital  — 

Resolution  adopted  by  Arizona  Psyehiatric  Society 
in  October,  1964,  as  follows: 

“Whereas  the  Arizona  State  Legislature  has  recently 
concerned  itself  with  clarification  of  the  responsi- 
bilities of  the  Arizona  State  Hospital  Board  and 
the  Arizona  State  Hospital  Medical  Administrator; 
“Whereas  the  final  authority  of  the  Arizona  State 
Hospital  administration  rests  with  the  Arizona  State 
Hospital  Board  which  is  primarily  composed  of 
qualified  laymen; 

“Whereas  the  Board  is  charged  with  many  respon- 
sibilities which  have  direct  influence  on  patient  care 
and,  therefore,  in  part,  are  intrinsically  medical 
decisions; 

“Be  it  resolved  that  the  Arizona  Psychiatric  Society 
recommends  that  the  Governor  of  the  State  of 
Arizona  establish  a Medical  Advisory  Board  to  tlu' 
Arizona  State  Hospital  Board  and  to  the  Arizona 
State  Hospital  Mc'dical  Administrator;  this  Board  to 
consist  of  five  licensed  practicing  Arizona  Doctors 
of  Medicine  and  that  llirce  ol  these  Doctors  of 
Medicine  to  be  psychiatrists  selected  from  ;i  list  ol 
at  least  six  Doctors  of  Medicine  submitted  by  tin.' 
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Executive  Council  of  the  Arizona  Psychiatric  Socie- 
ty; two  Doctors  of  Medicine  to  be  non-psychiatrists 
selected  from  a list  of  at  least  four  Doctors  of 
Medicine  submitted  by  the  Arizona  Medical  Asso- 
ciation Board  of  Directors. 

“This  Advisory  Committee  shall  meet  concurrently 
with  the  Arizona  State  Hospital  Board  at  their 
regular  and/or  special  meetings.  Also,  the  Medical 
Advisory  Board  shall  meet  with  the  Arizona  State 
Hospital  Medical  Administrator  at  his  request  or  at 
the  request  of  the  Arizona  State  Hospital  Board.” 
It  was  regularly  moved  and  unanimously  carried  that 
the  recommendations  of  the  Arizona  Psychiatric  Society, 
i.e.,  that  this  resolution  is  worthy  of  the  consideration 
and  the  wholehearted  support  of  the  Arizona  Medical 
Association,  be  passed  on  to  the  Board  of  Directors  for 
its  consideration. 

Public  Health 

Maternal  and  Child  Health  — 

As  regards  the  infant  mortality  study,  a meeting  was 
held  with  counsel  January  6,  1965.  It  was  concluded 
not  to  seek  legislation  during  this  session,  but  rather 
to  commence  development  of  an  appropriate  measure 
for  introduction  during  the  second  regular  session  of 
the  Arizona  State  Legislature  which  would  provide  the 
desired  protection  to  participants  engaged  in  the  survey. 
Received. 

Mental  Retardation  — 

Since  mental  retardation  is  generally  accepted  as  being 
a part  of  the  mental  health  program  and  that  Medicine 
is  well  represented  on  the  Governor’s  Advisory  Board 
through  James  L.  Grobe,  M.D.,  who  serves  as  its  Chair- 
man, there  appears  no  further  need  for  discussion  of 
this  subject  at  this  time. 

School  Health  Education  — 

In  the  matter  of  upgrading  and  standardizing  instruc- 
tion in  health-related  subjects  and  activities  in  elemen- 
tary and  secondary  schools,  proposed  by  the  Arizona 
Congress  of  Parents  and  Teachers  and  the  State  Advisory 
Health  Committee  to  the  Office  of  Public  Instruction, 
following  due  consideration,  it  is  recommended  to  the 
Board  of  Directors  that  the  Association  favor  and  give 
full  support  and  guidance  to  all  efforts  of  the  Depart- 
ment of  Public  Instruction  to  upgrade  Health  Education 
in  tlie  elementary  and  secondary  schools  in  Arizona. 
Food  Handlers  Certification  — 

Recommended  that  Regulation  No.  6 of  the  rules  and 
regulations  of  the  State  Health  Department  governing 
control  of  communicable  disease  reading;  “No  person 
can  be  employed  to  handle  or  prepare  food  until  he 
has  had  a comprehensive  examination  by  a licensed 
physician  and  surgeon  and  has  been  found  free  from  any 
communicable  disease  in  an  infectious  stage,”  be  changed 
to  read;  “No  person  can  be  employed  to  handle  or 
prepare  food  until  he  is  certified  by  a licensed  physician 
and  surgeon  to  be  free  of  active  tuberculosis.”  It  is  stated 
that  other  regulations  cover  restrictions  on  activities  inso- 
far as  other  infections  are  concerned  and  would  be 
applicable  to  continuous  control  and  education  of  the 
food  handlers  than  would  a periodic  physical  e.xamina- 
tion.  Approved. 

Polio  Immunization  — 

The  AMA  Committee  on  Environmental  and  Public 


Health,  concerned  with  status  of  immunization  against 
poliomyelitis  in  the  United  States,  seeks  information  as 
to  whether,  in  communities  endeavoring  to  have  com- 
munity-wide coverage  with  oral  poliomyelitis  vaccine 
(OPV),  there  is  a problem  of  implementation  resulting 
from  the  recommendations  of  the  Surgeon  General’s 
Special  Advisory  Gommittee  on  Oral  Poliomyelitis  Vac- 
cine released  September  23,  1964  (J.A.M.A.,  October  5, 
1964).  In  this  regard  the  Gommittee  is  working  co- 
operatively with  the  Poliomyelitis  Surveillance  Unit, 
Gommunicable  Disease  Genter,  Public  Health  Service. 
Referred  to  Dr.  Erissell  for  review  and  report  direct  to 
the  AMA  Gommittee  prior  to  January  29,  1965. 

COMMUNICATIONS 

Scheduled  Meetings  — 

Board  of  Directors  determines  that  the  Professional 
Gommittee,  within  its  budgetary  limitations,  use  its 
discretion  in  sending  representatives  to  selected  meetings. 

OTHER  BUSINESS 

Medical  Technicians  — 

Discussion  ensued  relative  to  the  “pros”  and  “cons” 
of  licensing  medical  technicians.  It  is  reported  that 
presently  medical  technologists  are  “registered.”  Prob- 
lems do  exist.  No  conclusions  reached. 

Membership  — 

Term  of  appointment  was  discussed  referable  to  mem- 
bership on  the  various  subcommittees.  Some  continuity 
in  service  is  most  desirable  and  essential  if  work  is  to 
be  accomplished.  Especially  is  this  true  in  the  field  of 
disaster  medicine.  The  Chairman,  Dr.  Brooks,  indicated 
he  would  make  this  subject  part  of  the  Committee’s 
annual  report. 

MEETING  ADJOURNED  AT  4;30  P.M. 

Gharles  E.  Henderson,  M.D. 

Secretary 


LEGISLATIVE  COMMITTEE 

Meeting  of  the  Legislative  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  January  17,  1965, 
in  the  French  Quarter  of  the  Safari  Hotel,  Scottsdale, 
Arizona,  convened  at  10;05  A.M.,  Jesse  D.  Hamer,  M.D., 
Chairman,  presiding. 

ROLL  CALL 

Present: 

Committee  Membership 

Drs.  Brazie,  Walter;  Brewer,  W.  Albert,  President; 
De.xter,  Richard  L.;  Frissell,  Ben  P.;  Hamer,  Jesse  D., 
Chairman;  Henderson,  Charles  E.,  Secretary;  Jarrett, 
Paul  B.;  McDaniel,  W.  Shaw;  Noon,  Zenas  B.;  O’Hare, 
James  E.,  President-Elect;  Truman,  George  G. 
Advisory  Membership 

Drs.  Casey,  Jr.,  Ira  L.  (Apache);  Dierker,  Hugh  E. 
(Coconino);  Knight,  Frederick  W.  (Graham);  Lingen- 
felter,  John  J.  (Mohave);  O’Brien,  Walter  M.  (Gila); 
Rhu,  Jr.,  Herman  S.  (Pima);  Smith,  Harry  G.  (Gochise); 
Yount,  Jr.,  Clarence  E.  (Yavapai). 

Staff: 

Messrs:  Carpenter,  Robert,  Executive  Secretary;  Robin- 
son, Bruce  E.,  Executive  Assistant. 

Counsel: 

Jacobson,  Mr.  Edward. 
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Guests: 

Dr.  Bennett,  Chester  G.;  Barr,  Burton  S.,  Representa- 
tive, District  27  (Maricopa). 

Excused: 

Drs.  Carlson,  John  S.;  Curtis,  Bruce  N.;  Horan,  Robert 
V.;  Cans,  Carl  H.  (Greenlee);  Lothman,  Theodore  L. 
(Navajo);  Meyer,  Karl  L.  (Santa  Cruz);  Podolsky,  Abe  I. 
(Yuma);  Tucker,  William  P.  (Pinal). 

MINUTES 

It  was  regularly  moved  and  unanimously  carried  that 
the  Minutes  of  the  meeting  of  the  Legislative  Committee 
held  January  19,  1964,  be  approved  as  printed  and 
circulated  among  the  members. 

KERR-MILLS  ACT— IMPLEMENTATION 

Dr.  Jesse  D.  Hamer,  Chairman,  introduced  Dr.  Chester 
G.  Bennett  of  the  Maricopa  County  Medical  Society, 
who  in  turn  introduced  Mr.  Burton  S.  Barr,  Attorney, 
Arizona  Representative,  District  27,  Maricopa,  stating 
that  Mr.  Barr  was  attending  this  meeting  to  learn  more 
about  ArMA’s  current  position  on  Kerr-Mills.  Dr.  Bennett 
stated  that  Mr.  Barr  has  been  given  the  job  of  writing 
a bill  that  would  implement  the  Kerr-Mills  law  in 
Arizona. 

Dr.  Plenderson  related  the  direction  of  the  Board  of 
Directors  that  the  Kerr-Mills  Implementation  have  top 
priority  and  that  an  all-out  effort  be  made  to  achieve 
implementation  in  1965. 

Dr.  Hamer  reported  in  detail  on  the  meeting  held 
in  Chicago  January  9-10,  1965  on  the  subject  of  health 
legislation.  The  meeting  was  also  attended  by  Dr. 
William  B.  Steen,  Alternate  Delegate  to  A.M.A.  Dr. 
Hamer  commented  further  that  this  meeting  was  attend- 
ed by  about  200  including  the  Board  of  Trustees,  the 
Council  on  Medical  Service  and  Legislative  Committee 
of  A.M.A. 

The  purpose  of  the  meeting  was  to  determine  just 
exactly  how  Kerr-Mills  is  operating  in  each  state.  All 
but  four  or  five  states  have  Kerr-Mills  in  effect  to  one 
degree  or  another. 

On  the  first  day  of  the  meeting  the  group  worked  in 
four  panel  groups.  Summaries  of  the  discussions  of  the 
groups  were  presented  on  the  second  day. 

The  discussions  brought  out  many  facts  relating  to 
how  the  Kerr-Mills  programs  are  working  in  the  many 
states.  In  general,  the  matter  of  “eligibility”  is  one 
where  a great  deal  of  difficulty  is  encountered.  It  was 
learned  that  the  program  worked  much  better  in  those 
states  where  eligibility  could  be  determined  prior  to 
the  need  for  hospitalization  or  care.  Many  other  “good” 
and  “bad”  ways  of  administering  the  law  were  dis- 
cussed. A number  of  states  are  planning  to  eliminate 
the  “lein”  law;  physicians  services  and  costs  were 
reviewed;  and  in  those  states  where  the  program  is 
administered  by  Blue  Cross-Blue  Shield  or  commercial 
insurance  carriers,  the  results  are  marked  over  those 
administered  by  governmental  agencies. 

Dr.  Hamer  read  Dr.  Donovan  L.  Ward’s  speech  which 
was  presented  to  the  group  at  the  January  10,  1965 
luncheon  meeting.  It  was  noted  that  this  speech  was  the 
basis  for  the  news  releases  relating  to  the  A.M.A.’s 
forthcoming  bill  to  be  introduced  in  Congress. 

The  Arizona  Kerr-Mills  situation  was  discussed.  Mr. 
Jacobson,  Counsel,  pointed  out  several  problems  and 
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asked  several  questions: 

1.  Can  Kerr-Mills  be  administered  in  any  state 
department  other  than  the  Welfare  Department? 

2.  The  problem  of  whether  a bill  witlr  a large 
appropriation  (Elliott  Bill:  $3,200,000.00)  could 
be  passed  this  year. 

3.  Who  is  to  administer  the  program.  A department 
of  the  state,  private  insurance  companies.  Blue 
Cross/Blue  Shield,  etc. 

Mr.  Jacobson  indicated  that  at  this  time  there  seems 
to  be  enough  general  and  widespread  support  for  Kerr- 
Mills,  that  it  should  be  passed  in  Arizona  this  year,  unless 
it  gets  tied  up  in  fighting  over  the  details  of  the  bill. 

Dr.  Henderson  reported  on  the  interview  held  between 
Mr.  Robert  Carpenter  and  Mr.  Paul  D.  Hutchins  of  the 
Christian  Science  Committee  on  Publications  for  the 
State  of  Arizona,  in  which  he  indicated  his  group’s 
support  to  help  pass  the  Kerr-Mills.  It  is  the  hope 
Christian  Science  Healing  will  be  included  in  the  event 
the  program  is  administered  by  an  insurance  carrier  ( s ) . 

It  was  reported  that  Mr.  Thomas  F.  Callahan,  Chair- 
man of  the  Legislative  Committee  of  the  Arizona  Life 
Insurance  PTnderwriters,  indicated  that  his  group  is  very 
much  interested  in  seeing  implementation  of  Kerr-Mills 
this  year. 

A letter  from  Mr.  Jim  Elliott,  Representative  of  District 
No.  2,  Cochise  County,  was  received  and  discussed.  It 
included  his  bill  relating  to  “Medical  Assistance  for  the 
Aged,”  appropriating  $3,200,000.00. 

A letter  on  Legislation  was  read  from  the  Phoenix 
Community  Council.  It  was  directed  the  Council  be 
notified  of  our  interest  in  Kerr-Mills. 

The  recommendations  of  the  Professional  Committee  of 
this  Association  were  read  urging  the  Legislative  Com- 
mittee to  pursue  implementation  of  Kerr-Mills  with 
emphasis  on  insuring  all  aging  candidates;  further  that 
the  medical  program  suggested  by  Richard  L.  Durbin, 
Tucson  Medical  Center,  providing  health  insurance  for 
everyone,  be  brought  to  the  attention  of  this  Committee 
apprising  it  of  his  talents  in  this  regard  asking  his  assist- 
ance in  clarification  of  the  type  of  program  proposed. 

Dr.  William  B.  Steen’s  report  on  the  emergency  meet- 
ing on  plans  for  a continuing  educational  program  rela- 
tive to  legislation  sponsored  by  A.M.A.,  held  on  Decem- 
ber 13,  1964  was  received.  It  was  the  consensus  that: 
( 1 ) We  should  have  an  intensive,  strong,  continuing 
education  program;  (2)  There  should  be  well-planned 
national  level  programs  through  TV,  magazines,  radio, 
etc.;  (3)  Should  have  a flexible  program;  emphasis  on 
voluntary  nature  of  the  program;  (4)  State  and  local 
activities  with  work  directed  to  local  levels  to  stimulate 
doctors;  (5)  Should  be  individually  tailored  program; 
and  (6)  AMA  should  provide  material  and  manpo\\er; 
further,  that:  (1)  We  should  develop  our  communica- 
tions with  our  allies  and  use  them  to  make  talks;  (2) 
There  should  be  closer  co-operation  with  welfare  depart- 
ments and  organized  medicine;  ( 3 ) Legislative  consult- 
ant shonld  appear  before  states;  (4)  Legislative  key 
men  in  districts  should  work  on  congressional  evaluation 
and  personal  contact;  ( 5 ) Public  advised  that  what  is 
being  proposed  by  politicians,  not  what  they  think;  (6) 
State  medical  societies  .should  step  up  organizational 
program;  and  (7)  AMA  campaign  at  national  level. 
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Mr.  Burton  S.  Barr  commented  extensively  on  many 
phases  of  the  prol)lem  of  implementation  of  Kerr-Mills, 
presenting  numerous  statistical  facts  involving  administra- 
tion thereof.  It  is  estimated  administration  will  more 
nearly  approximate  $38,000.00;  and  the  total  cost 
$1,028,000.00  of  which  the  State’s  share  would  be 
$400,000.00,  the  Federal  Government’s  $628,000.00. 

Mr.  Barr  asked  that  the  Medical  Association  provide 
him  a description  of  just  what  type  of  coverage  the 
Association  wants.  He  suggested  that  this  consist  of 
several  possible  programs  so  that  each  may  be  evaluated 
as  to  cost,  hence  making  it  possible  to  arrive  at  one  that 
would  fit  the  medical  needs  of  the  aged  as  well  as  the 
financial  desires  of  the  Legislature. 

He  also  pointed  up  the  need  to  stipulate,  in  the  law, 
who  is  to  be  on  the  Advisory  Committee  so  that  it  is 
assured  that  the  medical  profession  be  adequately 
represented. 

It  was  regularly  moved  and  unanimously  carried  that 
a sub-committee  of  this  Committee  be  appointed  by  the 
Chairman  to  consider  this  material  and  get  it  to  the 
legislators  within  the  week. 

"GOOD  SAMARITAN"  BILL 

Received  letter  from  Senator  William  A.  Sullivan  ( Gila 
County ) indicating  he  will  introduce  a “Good  Samaritan” 
bill  at  the  forthcoming  legislative  session. 

It  was  regularly  moved  and  unanimously  carried  that, 
in  reaffirmation  of  its  action  last  year,  the  Arizona 
Medical  Association  again  give  its  inactive  support  to 
Senator  Sullivan’s  bill. 

MEDICINE  AND  SURGERY  ACT- 
AMENDMENT 

Dr.  Brewer  presented  the  proposed  amendment  to  the 
Medicine  and  Surgery  Act.  It  was  indicated  that  the 
purpose  of  the  amendment  would  be  to  make  it  easier 
for  the  Arizona  State  Hospital  to  obtain  qualified  physi- 
cians. The  title  of  the  act  is:  “AN  ACT  RELATING 
TO  MEDICINE  AND  SURGERY;  PRESCRIBING 
QUALIFICATIONS  AND  REQUIREMENTS  OF  AP- 
PLICANT FOR  LIMITED  PRACTICE  OF  MEDICINE 
IN  SPECIFIED  REGULAR  STATE  INSTITUTIONS, 
AND  AMENDING  TITLE  32,  CHAPTER  13,  ARTICLE 
2,  ARIZONA  REVISED  STATUTES,  BY  ADDING 
SECTION  32-1425-01.”  The  amendment  is  designed: 

( 1 ) To  exempt  the  provisions  of  Section  32-1424  4.  (for- 
eign graduates ) requiring  a satisfactory  completion  of 
a twenty-four-month  aproved  hospital  internship  training 
program  in  the  United  States,  its  territories  or  the  District 
of  Columbia,  and  in  lieu  thereof,  submit  satisfactory 
evidence  of  satisfactory  completion  of  a twelve-month 
approved  hospital  training  program  in  the  LTnited  States, 
its  territories  or  the  District  of  Columbia;  (2)  to  exempt 
the  provisions  of  Section  32-1425  2.  (reciprocity  en- 
dorsement ) requiring  that  applicant  has  a licence  to 
practice  medicine  issued  by  examination  within  the 
fifteen  years  next  preceding  his  application  by  another 
state  or  territory  of  the  United  States,  the  District  of 
Columbia,  or  the  National  Board  of  Medical  Examiners, 
and  in  lieu  thereof,  submit  evidence  that  he  has  a license 
to  practice  medicine  issued  by  examination  by  another 
state  or  territory  of  the  United  States,  the  District  of 
Columbia,  or  the  National  Board  of  Medical  E.xaminers; 

( 3 ) to  require  that  all  licenses  issued  under  the  amended 


provisions  of  this  section  shall  automatically  become  null 
and  void  when  the  licentiate  is  no  longer  associated  with 
the  state  institution  for  which  the  license  is  issued;  and 
( 4 ) to  charge  fees  for  licenses  issued  under  the  amended 
section  as  provided  for  regular  licenses. 

It  was  regularly  moved  and  unanimously  carried  that 
the  matter  be  referred  to  Counsel  to  reword  and  more 
clearly  define  which  of  the  State  institutions  should  be 
included  in  the  amendment,  as  well  as  to  determine  the 
constitutionality  of  the  amendment  (Counsel  to  include 
the  Arizona  State  Hospital  and  the  Medical  School). 

EMPLOYMENT  OF  ALIEN  CITIZENS 

Dr.  Brewer  presented  the  matter  of  a constitutional 
amendment  having  to  do  with  hiring  aliens  in  State 
institutions  requiring  a referendum  to  rescind  Section 
18,  Chapter  10  (Labor  Act)  of  the  Arizona  Constitution. 
He  pointed  out  that  the  matter  was  discussed  at  the 
recent  Town  Hall  meeting. 

Considerable  discussion  followed  on  the  pros  and  cons. 
Dr.  Brewer  indicated  that  the  Nurses  Association  whole- 
heartedly supported  the  proposed  amendment. 

Dr.  Richard  L.  Dexter  pointed  out  that  an  earlier 
amendment  to  this  article  of  the  Constitution  was  made 
exempting  College  and  University  faculty  members. 

It  was  regularly  moved  and  seconded  that  the  Legis- 
lative Committee  recommend  to  the  Board  of  Directors 
of  ArMA  that  it  is  in  favor  of  inactive  support  of  this 
legislation,  the  Chairman  declaring  the  motion  carried, 
five  members  voting  “Aye,”  three  “Naye”  and  two 
“Not  voting.” 

ARIZONA  HOSPITAL  ADVISORY 
COUNCIL  ACT 

Mr.  Jacobson,  Counsel,  reported  on  the  above  act  as  it 
relates  to  the  amended  Hill-Burton  Act. 

The  amended  Hill-Burton  Act  states  that  “.  . . an  equal 
number  of  representatives  of  consumers  familiar  with  the 
need  for  the  services  provided  by  such  facilities  . . 

The  Arizona  act  provides  for  only  one  member  of  the  con- 
suming public  at  large  out  of  a total  of  six. 

It  was  regularly  moved  and  unanimously  carried  that 
this  matter  be  given  approval  and  that  it  be  brought  to 
the  attention  of  the  Hospital  Advisory  Council  through 
Dr.  William  J.  Moore,  Commissioner,  Arizona  State 
Department  of  Health. 

MATERNAL  AND  PERINATAL 
MORTALITY  AND  MORBIDITY  STUDIES 

Mr.  Jacobson  reported  on  a meeting  of  the  Maternal 
and  Perinatal  Mortality  Subcommittee  and  indicated  that 
the  conclusion  of  that  committee  was  that  if  no  identifi- 
cation or  method  of  identifying  the  child  or  parents  con- 
cerned was  to  be  given  or  shown  on  the  questionnaire, 
then  perhaps  legislation  was  not  necessary.  It  was 
pointed  out  that  this  may  not  be  possible  in  a small  com- 
munity; and  also,  that  for  follow-up  purposes,  it  may 
be  advantageous  to  have  some  means  of  identification 
of  the  child.  Therefore,  it  was  determined  that  eventu- 
ally legislation  may  be  necessary. 

It  was  determined  to  remove  identifying  information 
from  the  now  drafted  questionnaire  and  to  use  it  on  an 
e.xperimental  basis  until  the  sub-committee  had  a chance 
to  review  how  the  study  was  proceeding. 

MENTAL  HEALTH 

The  Professional  Committee  asked  the  Legislative 
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Committee  for  its  opinion  on  the  Smith,  Kline  & French 
“Co-operative  Planning  for  Mental  Health”  program.  In 
conjunction  with  this  program  the  Professional  Committee 
recommended : 

1.  “That  the  Arizona  Legislature  provide  a program 
of  state  matching  funds  to  assist  in  the  creation 
and  expansion  of  community  phychiatric  services 
in  various  areas  of  the  state.” 

2.  “That  the  Arizona  Medical  Association  assume 
leadership  in  the  field  of  mental  health.” 

3.  “That  the  Arizona  State  Legislature  be  urged  to 
appropriate  sufficient  funds  for  adequate  staff 
and  salary  levels  for  the  Arizona  State  Hospital.” 

4.  “That  the  Arizona  Legislature  be  urged  to  estab- 
lish an  independent  Department  of  Mental 
Health.” 

5.  “That  residential  treatment  centers  for  emotionally 
disturbed  children  be  established  as  soon  as 
possible.” 

The  specific  request  was  for  an  opinion  as  to  whether 
it  would  be  better  to  set  up  a separate  Commission  on 
Mental  Health  or  whether  it  would  be  better  to  have 
this  a department  of  the  present  State  Department  of 
Health. 

It  was  regularly  moved  and  unanimously  carried  that  it 
be  left  in  the  State  Health  Department. 

Dr.  Yount  reported  that  the  present  budget  now  before 
the  Legislature  includes  provision  for  staffing  this 
department. 

It  was  moved  and  seconded  that  inactive  support  be 
given  to  this  passing  of  the  State  Health  Department 
budget  now  pending  before  the  Legislature. 

AIR  POLLUTION  AND  CONTROL 

The  Board  of  Directors  of  ARMA  referred  to  the 
Legislative  Committee  for  its  consideration  the  support 
of  Senate  Bill  180,  before  the  last  26th  Arizona  State 
Legislature  which  deals  with  the  control  of  air  pollution 
in  Arizona. 

It  was  regularly  moved  and  unanimously  carried  that 
inactive  support  be  given  such  legislation  (if  a similar 
bill  be  introduced  during  this  first  regular  session  of  the 
27th  Arizona  State  Legislature). 

DAY  CARE  FACILITIES  FOR 
PRE-SCHOOL  CHILDREN 

It  was  regularly  moved  and  unanimously  carried  that 
we  give  inactive  support  to  the  resolution  of  the  Arizona 
Pediatric  Society  and  the  Maricopa  County  Pediatric  So- 
ciety, recommended  by  the  Professional  Committee  of  this 
Association,  relative  to  legislation  providing  for  state 
control  of  inspection  and  licensing  of  day  care  facilities 
for  pre-school  children  in  Arizona,  as  outlined  in  Senate 
Bill  260  whieh  was  before  the  last  26th  Arizona  State 
Legislature  ( if  a similar  bill  be  introduced  during  this 
first  regular  session  of  the  27th  Arizona  State 
Legislature ) . 

PRESCRIPTION  LEGEND  DRUGS 

The  Board  of  Directors  referred  to  the  Legislative 
Committee  for  its  consideration  the  recommendation  of 
the  Professional  Liaison  Committee  as  follows: 

( 1 )  that  the  existing  Arizona  Pharmacy  law  and 
Board  of  Pharmacy  be  supported  in  its  effort 
to  uphold  drug  standards  and  legitimate  ehan- 
nels  of  supply; 
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(2)  that,  on  approval  of  such  action,  a letter  be 
directed  to  the  Arizona  Board  of  Pharmacy  ad- 
vising it  thereof,  calling  to  its  attention  the  re- 
sponsibilities placed  on  the  pharmacist  as  to 

J service  and  economic  integrity; 

( 3 ) that  the  problem  be  reviewed  at  appropriate 
intervals,  securing  data  regarding  the  situation 
in  the  other  United  States. 

It  was  reported  that  the  Professional  Committee 
through  its  subcommittee  on  Allied  Medical  Croups  is 
currently  conferring  with  the  Arizona  Board  of  Pharmacy 
in  matters  relative. 

It  was  regularly  moved  and  unanimously  carried  that 
this  matter  be  referred  back  to  the  Professional  Com- 
mittee until  further  information  is  forthcoming. 

OTHER  BUSINESS 

“Medicare”— U.  S.  89th  Congress 

Dr.  Steen’s  report  on  the  December  13,  1964  meeting  of 
representatives  of  the  various  state  associations  and 
A.M.A.  was  read.  It  was  noted  that  Dr.  Paul  Singer 
also  represented  ArMA  at  that  meeting.  Conclusions 
reached  were: 

1.  We  should  have  an  intensive,  strong,  continuing 
education  program. 

2.  There  should  be  well-planned  national  level  pro- 
grams through  TV,  magazines,  radio;  etc. 

3.  Should  have  a flexible  program;  emphasis  on 
voluntary  nature  of  the  program. 

4.  State  and  local  activities  with  work  directed  to 
local  levels  to  stimulate  doctors. 

5.  Should  be  individually  tailored  program. 

6.  AMA  should  provide  material  and  manpower. 

It  was  the  further  belief  that: 

1.  We  should  develop  our  communications  with  our 
allies  and  use  them  to  make  talks. 

2.  There  should  be  closer  co-operation  with  welfare 
departments  and  organized  medicine. 

3.  Legislative  consultant  should  appear  before  states. 

4.  Legislative  key  men  in  districts  should  work  on 
congressional  evaluation  and  personal  contact. 

5.  Public  advised  that  what  is  being  proposed  by 
politicians,  not  what  they  think. 

6.  State  medical  societies  should  step  up  organiza- 
tional program. 

7.  AMA  campaign  at  national  level. 

Sheltered  Care  Homes  — Vendor  Payments 

A letter  from  the  Professional  Committee  relating  to 
Sheltered  Care  Homes— Rules  and  Regulations  was  re- 
ceived and  read  setting  forth  the  following: 

“It  is  the  recommendation  of  the  Professional 
Committee  to  the  Board  of  Directors  that  the  Re- 
vised Minimum  Standards  — Rules  and  Regulations 
for  Sheltered  Care  Homes  promulgated,  circularized 
and  finally  submitted  by  tbe  Arizona  State  Health 
Department  be  approved;  that  the  Board  be  in- 
formed that  it  is  the  opinion  of  this  Committee  that 
the  suggested  additions  to  tliese  Rides  and  Regula- 
tions requiring  a financial  statement  and  provision 
for  operator-manager  professional  (jualification 
would  enhance  the  quality  of  medical  aud  nursing 
care  of  patients  housed  iu  such  homes  and,  from 
this  standpoint,  the  Committee  approves  such 
changes;  and  that  the  Legislative  Committee  be 
made  aware  of  the  completely  inadequate  vendor 
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payments  presently  provided  for  such  nursing  care, 
urging  it  to  be  alert,  seriously  review  and  support 
any  measure  introduced  during  the  current  state 
Legislature  which  will  more  aderjuately  provide 
therefor.” 

Public  Health  Nuisances 

Dr.  Dierker  brought  to  the  attention  of  the  Committee 
the  present  law  which  appears  to  hamper  County  Health 
Departments  when  they  try  to  correct  health  nuisances 
which  are  reported.  Discussion  followed. 

It  was  regularly  moved  and  unanimously  carried  that 
we  await  further  developments. 

MEETING  ADJOURNED  AT  3:35  P.M. 

Cherles  E.  Henderson,  M.M., 
Secretary 

ARTICLES  OF  INCORPORATION  & 
BY-LAWS  COMMITTEE 

Meeting  of  the  Articles  of  Incorporation  and  By-Laws 
Committee  of  The  Arizona  Medical  Association,  Inc., 
held  in  the  Central  Offices  of  ArMA,  Safari  Building, 
4601  North  Scottsdale  Road,  Scottsdale,  Arizona,  Satur- 
day, January  16,  1965,  convened  at  2:25  p.m.,  Walter 
Brazie,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Brazie,  Walter,  Chairman;  Brewer,  W.  Albert, 
President;  Henderson,  Charles  E.,  Secretary;  Jarrett,  Paul 
B.,  Vice  President;  O’Hare,  James  E.,  President-elect; 
Steen,  William  B.,  Past  President. 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Robin- 
son, Bruce  E.,  Executive  Assistant. 

ACTIVE  MEMBERSHIP 

Resolution  No.  29,  introduced  in  the  House  of  Dele- 
gates of  this  Association  during  the  73rd  Annual  Meet- 
ing, on  recommendation  of  the  Reference  Committee  on 
Resolutions,  May  1,  1964,  was  referred  by  the  House  to 
its  Board  of  Directors  for  study  and  recommendation 
through  the  latter’s  Articles  of  Incorporation  and  By- 
Laws  Committee.  Its  content  reads: 

“WHEREAS  The  Constitution  and  By-Laws  of  the 
Arizona  Medical  Association  now  re- 
quires participation  in  the  “Active  pri- 
vate practice”  of  medicine  in  order  to 
be  eligible  for  active  membership  in 
this  Association;  and 

WHEREAS  There  is  no  method  by  which  an  Asso- 
ciate member  may  become  an  Ac- 
tive member  unless  he  does  enter  pri- 
vate practice;  and 

WHEREAS  It  is  believed  this  provision  is  re- 
strictive and  not  in  keeping  with  the 
harmony  which  we  seek  to  retain 
among  the  membership,  be  it  therefore 
RESOLVED  that  methods  be  explored  by  the 
Board  of  Directors  to  provide  a change 
in  the  requirements  for  active  mem- 
ber.ship  so  that  Associate  members 
may  become  Active  members,  and  be 
it  further 

RESOLVED  that  a resolution  effecting  this  change 
be  prepared  for  vote  at  the  1965  meet- 
ing of  this  Association.” 

The  Board  of  Directors  in  meeting  held  September  20, 


1964,  referred  the  matter  to  its  Articles  of  Incorporation 
and  By-Laws  Committee,  further  directing  that  infor- 
mation he  gathered  as  to  the  general  trend  throughout 
the  country  regarding  membership  classifications,  espe- 
cially concerning  those  engaged  in  public  health  service, 
determining  whether  or  not  such  practice  is  considered 
the  active  practice  of  medicine,  and  whether  or  not  in 
such  event  they  are  classified  “active”  members. 

Investigation  discloses  three  state  associations  have 
considered  the  matter.  Entwined  in  decisions  reached 
have  taken  into  account,  of  necessity,  existing  respective 
medical  practice  acts.  The  base  for  active  practice  in 
Colorado,  for  example,  is  the  phrase:  “every  reputable 
and  legally  qualified  physician.”  Colorado  Medical  So- 
ciety admits  to  “active”  membership  full-time  public 
health  officers  of  all  levels  of  government,  medical  offi- 
cers of  the  armed  forces  and  USPHS,  Veterans  Admin- 
istration, etc.,  payment  of  full  dues  being  required.  This 
also  applies  to  full-time  faculty  doctors  at  the  Uni- 
versity of  Colorado  School  of  Medicine.  It  is  pointed 
out  that  few  doctors  in  these  categories  seek  and 
hold  active  membership;  further,  that  AM  A frequently 
has  recommended  that  the  requirement  of  “licensure” 
for  active  membership  be  eliminated.  Active  member- 
ship is  extended  to  those  over  70  with  twenty  years  of 
dues  paying  membership  in  Colorado  or  elsewhere;  also, 
to  those  after  40  years  of  dues-paying  membership,  they 
are  classified  “Active  Emeritus,  Life.”  Satisfaction  in 
this  overall  arrangement  appears  indicated,  excepting  for 
those  seeking  active  membership  at  reduced  dues  and  in 
this  instance,  overwhelming  opposition  continues. 

Illinois  By-Laws  as  relates  to  memhershop  does  not 
include  the  requirement  that  a member  be  in  “private” 
practice.  Those  not  in  private  practice  are  specifically 
considered  for  “Active”  membership.  It  is  the  expressed 
viewpoint  of  the  Illinois  State  Medical  Society  that  each 
physician  residing  in  Illinois  participate  as  a regular  and 
active  member  of  its  organization  in  order  that  medicine’s 
voice  speak  with  authority.  There  is  no  intention  or  de- 
sire to  limit  participation  and  contribution  to  only  those 
physicians  in  private  practice.  It  is  its  desire  to  heighten 
the  strength  and  sense  of  unity  of  the  society  by  obtain- 
ing every  qualified  and  ethical  physician  as  a member. 

Pennsylvania  Medical  Society  requires  for  “active” 
membership  that  a member  be  a doctor  of  medicine,  fully 
licensed  in  Pennsylvania  and  a member  of  a component 
society.  No  mention  is  made  regarding  “active  practice.” 
Special  provision  is  made  for  dues,  reduction  for  active 
members  engaged  in  residency  or  postgraduate  educa- 
tion; also,  those  members  70  years  or  over  who  have 
held  active  membership  over  25  years.  Affiliate  mem- 
bership is  provided  for  physicians  engaged  (in  Pennsyl- 
vania) in  teaching  ,pubhc  health,  research,  or  federal 
service  but  do  not  hold  a license  to  practice  in  that  state. 
They  pay  one-half  regular  dues  and  are  permitted  to  serve 
as  members  of  councils,  committees  and  commissions,  but 
do  not  have  the  right  to  vote  or  hold  elective  office. 
Summarizing,  there  are  two  categories : ( I ) any  physician 
who  is  fully  licensed  to  practice  medicine  in  Pennsylvania 
is  eligible  for  active  membership  with  full  benefits;  and 
(2)  any  physician  who  does  not  hold  a license  to  prac- 
tice in  Pennsylvania  is  eligible  for  affiliate  membership 
with  no  voting  rights. 
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Dermont  VV.  Melick,  M.D.,  pleads  for  the  elimination 
of  distinction  between  Active  and  Associate  membership. 
A situation  in  Maricopa  is  now  existent  having  to  do 
with  the  “connotation  now  used  by  individuals  in  the 
Barrow  Neurological  Institute  who  classify  themselves  as 
geographical  full  time”;  and  one  which  will  soon  be 
present  in  Pima,  i.e.,  “the  full-time  employees  of  the 
medical  school.”  King  County  Medical  Society  of  Seattle, 
Washington,  classifies  an  Associate  member  as  one  “who 
does  not  elect  to  become  an  active  member,”  Dr.  Melick 
states.  No  reference  is  made  to  this  classification  at  all; 
as  a matter  of  fact,  the  society  has  three  classes:  Active, 
Honorary  and  Affiliate.  Oklahoma  County  Medical  So- 
ciety advises  there  are  250  full-time  faculty  members  on 
the  staff  of  the  University  of  Oklahoma  Medical  School. 
Of  this  number,  36  are  Active  members;  the  only  Asso- 
ciate member  being  the  Dean.  Other  individuals  who  are 
Associate  members  are  in  such  category  because  they  do 
not  have  a license  in  that  state;  otherwise,  they  would 
he  eligible  for  Active  membership. 

The  Professional  Committee  of  this  Association  recom- 
mends that  positive  action  be  taken  in  a favorable  manner 
at  the  April,  1965,  ArMA  House  of  Delegates  meeting, 
amending  Section  3,  Subsection  A (4)  of  the  Association 
By-Laws,  so  that  members  of  the  faculty  of  the  Arizona 
Medical  School  (and  other  similar  categories  now  so  re- 
stricted ) may  become  eligible  for  active  membership  in 
the  Arizona  Medical  Association. 

Chapter  II  — Membership,  Section  3(A)  Active  Mem- 
bers ( 4 ) reads ; 

“All  active  members  of  all  the  county,  societies 
shall  be  active  members  of  this  Association.  The 
minimum  qualifications  for  active  membership  in 
a county  society  shall  be  that  the  individual  must  . . . 

( 4 ) be  in  active  private  practice  in  Arizona  . . .” 
Considerable  discussion  ensued,  those  adhearing  to  the 
belief : ( 1 ) that  an  Active  member  should  hold  an  un- 
restricted, unrevoked  license  to  practice  medicine  in 
Arizona;  and  (2)  that  the  word  “private”  should  be 
deleted  from  provision  (4)  above  recited. 

It  was  regularly  moved  and  unanimously  carried  that 
Chapter  II  — Membership,  Section  3 A,  subsection  (4) 
be  amended  by  the  exclusion  of  the  words:  “be  in  active 
private  practice  in  Arizona”,  with  substitution  of  the 
words:  “be  a legal  resident  of  the  State  of  Arizona.” 

It  is  understood  that  the  aforementioned  proposal  is 
based  upon  the  existing  ( Arizona ) Medicine  and  Surgery 
Act  and  any  amendments  thereto  may  require  further 
consideration. 

COMMITTEES 

Regarding  Chapter  VII  — Standing  and  Special  Com- 
mittees, Section  4,  Composition  and  Duties  of  Standing 
Committees,  ( d ) Industrial  Relations  and  ( f ) Medical 
Economics,  Dr.  Brewer  proposed  that  the  professional 
aspects  of  industrial  relations  be  placed  under  the  Sub- 
committee on  Industrial  Health  of  the  Professional  Com- 
mittee; and  that  those  matters  dealing  with  the  fee  struc- 
ture be  transferred  and  placed  under  the  jurisdiction  of 
the  Medical  Economics  Committee. 

(d)  Industrial  Relations  reads: 

“This  committee  shall  consist  of  at  least  five  mem- 
bers, appointed  on  a geographic  basis  and  with  due 
consideration  for  the  specialties  and  general  prac- 
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tice.  The  committee  shall  represent  the  membership 
of  the  Association  in  all  questions  and  decisions  re- 
lating to  medical  relations  under  workman’s  com- 
pensation, and  may  enter  into  any  arrangements  or 
agreements  with  the  Industrial  Commission  of  Ari- 
zont,  or  with  insurance  companies  which,  in  the 
judgment  of  the  committee,  may  improve  these 
medical  relations.” 

It  was  regularly  moved  and  unanimously  carried  that 
Section  4 of  Chapter  VII  of  the  By-Laws,  subject  ( d ) 
Industrial  Relations,  be  amended  by  inserting  a period 
following  the  word:  “compensation”  in  the  second  sen- 
tence, and  striking  the  remaining  words  reading:  “and 
may  enter  into  any  arrangements  or  agreements  with  the 
Industrial  Commission  of  Arizona,  or  with  insurance  com- 
panies which,  in  the  judgment  of  the  committee,  may 
improve  these  medical  relations”;  further,  as  regards 
subsection  ( f ) Medical  Economics,  that  this  subsection 
be  amended  by  inserting  a period  following  the  word: 
“medicine”  in  the  second  sentence,  and  striking  the  words 
following  in  this  sentence  reading:  “except  those  factors 
relating  to  the  Industrial  Commission  of  Arizona.” 

Dr.  Brewer  further  proposed  that  the  past  president 
be  designated  chairman  of  the  Professional  Committee, 
relieved  of  his  present  assignment  as  chairman  of  the 
Crievance  Committee,  and  that  the  president-elect,  pos- 
sibly, be  assigned  the  latter  chairmanship.  No  action 
taken. 

MEETINC  ADJOURNED  AT  4:30  P.M. 

Charles  E.  Henderson,  M.D., 
Secretary 


Your  Partner 

I N 

i--.  CONTINUITY  OF  CARE 


SKILLED  CARE 
NURSING  HOME 

4202  N.  20TH  AVE.  • PHOENIX,  ARIZONA 
ONE  BLOCK  NORTH  OF  INDIAN  SCHOOL  RD. 
A Park  Central  Enterprise 
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^ a result  of 
^METHEDRINE’L 


METHAMPHETAMINE 

HYDROCHLORIDE 

therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 

% BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,Tuckahoe,N.Y. 
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Parents . . . Grandparents . . . 

Give  the  children  a gift  that 

GUARANTEES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 


PLUS 
$1,000 
INSURANCE 
PROTECTION 
FOR  ONE  $50 
PAYMENT 

HBA'S  DESIGNOLITE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  0 to  ISVi  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  On  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
Hl  age  65. 

Doctor  — 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


You  Know  The  Importance  Of  Guaranteed  Insurability 
THE  CHILDREN  WILL  THANK  YOU! 


Send  for  X V L/  \ free  folder 

THEIHBAILIFE 

INSURANCE  COMPANY 

Phone  258-4885 

TUCSON  MA  3-2421 


The  HBA  Life  Insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 

Please  send  folder  on  Designolife  Youth  Estate! 

Name  

Address  


City  _ . State  ' 

l_  — — — _ — — — — — .1 


MESA  WO  4-5668 
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because  food  is  a factor 
in  oral  penicillin  therapy . . . 


"]  A //•(  //>/./  «/  f'utiijust 
I et  hi  the  Griffith  and  Black  stadv  reported  here. 


Consider  V-Cillin  K,  the  acid-stable  peni- 
cillin that  is  less  affected  by  gastric  acids 
than  is  oral  penicillin  G.  In  fact,  compara- 
tive data  show  that  V-Cillin  K given  with 
meals  produces  blood  levels  twice  as  high 
with  just  ha/f  the  dose.  Such  pharmaco- 
logic characteristics  provide  your  patients 
consistently  dependable  therapy.  In  addi- 
tion, significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  penicillin 
G is  required  to  assure  equivalent  anti- 
bacterial activity.^ 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  ot  staphylococci.  Co;//ra/w<//V^z- 
tions  and  Precautions:  Although  sensitivity  re- 
actions are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  witli  any  antibiotic,  observation 
tor  overgrowth  of  nonsusceptible  organisms  dur- 
ing treatment  is  important.  Usual  Dosage  Range: 
125  mg.  (200,000  units)  three  times  a day  to  250 
mg.  every  four  hours.  Supplied:  ^^h\ets  V-Cillin  K, 
125  or  250  mg.,  and  V-Cillin  K,  Pediatric,  125  mg. 
per  5-cc.  teaspoonful,  in  40,  80,  and  150-cc.-size 
packages. 


1.  Griffith,  R.S.,and  Black,  H.R.;CurrentTher.  Res., 6; 253, 1964. 


V-Cillin  K' 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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C.  Truman  Davis,  M.D.,  M.S. 


The  Cracifixion  of  Jesus 


The  Passion  of  Christ  from  a Medical  Point  of  View 


IN  this  paper,  I shall  discuss  some  of  the  physi- 
cal aspects  of  the  passion,  or  suffering,  of 
Jesus  Christ.  We  shall  follow  Him  from  Gesthe- 
mane,  through  His  trial.  His  scourging.  His  path 
along  the  Via  Dolorosa,  to  His  last  dying  hours 
on  the  cross. 

I became  interested  in  this  about  a year  ago 
when  I read  an  account  of  the  crucifixion  in  Jim 
Bishop’s  book,  The  Day  Christ  Died.  I sud- 
denly realized  that  I had  taken  the  Crucifixion 
more  or  less  for  granted  all  these  years— that  I 
had  grown  callous  to  its  horror  by  a too  easy 
familiarity  with  the  grim  details— and  a too  dis- 
tant friendship  with  Him.  It  finally  occurred 
to  me  that  as  a physician  I didn’t  even  know  the 
actual  immediate  cause  of  death.  The  Gospel 
writers  don’t  help  us  very  much  on  this  point, 
because  crucifixion  and  scourging  were  so  com- 
mon during  their  lifetime  that  they  undoubtedly 
considered  a detailed  description  totally  super- 
fluous—so  we  have  the  concise  words  of  the 
Evangelists:  “Pilate,  having  scourged  Jesus,  de- 
livered Him  to  them  to  be  crucified— and  they 
crucified  Him.” 


I am  indebted  to  many  who  have  studied  this 
subject  in  the  past,  and  especially  to  a con- 
temporary colleague.  Dr.  Pierre  Barbet,  a French 
surgeon  who  has  done  exhaustive  historical  and 
experimental  research  and  has  written  extensive- 
ly on  the  subject. 

The  infinite  psychic  and  spiritual  suffering  of 
the  Incarnate  God  in  atonement  for  the  sins  of 
fallen  man  I have  no  competence  to  discuss; 
however,  the  physiological  and  anatomical  as- 
pects of  our  Lord’s  passion  we  can  examine  in 
some  detail  . . . what  did  the  body  of  Jesus  of 
Nazareth  actually  endure  during  those  hours  of 
torture? 

This  led  me  first  to  a study  of  the  practice 
of  crucifixion  itself;  that  is,  the  torture  and  exe- 
cution of  a person  by  fixation  to  a cross.  Ap- 
parently, the  first  known  practice  of  crucifixion 
was  by  the  Persians.  Alexander  and  his  generals 
brought  it  back  to  the  Mediterranean  world— to 
Egypt  and  to  Carthage.  The  Romans  apparently 
learned  the  practice  from  the  Carthaginians  and 
(as  with  almost  everything  the  Romans  did) 
rapidly  developed  a very  high  degree  of  effi- 
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ciency  and  skill  in  carrying  it  out.  A number 
of  Roman  authors  (Livy,  Cicero,  Tacitus)  com- 
ment on  it.  Several  innoventions  and  modifica- 
tions are  described  in  the  ancient  literature;  111 
mention  only  a few  which  may  have  some  bear- 
ing here.  The  upright  portion  of  the  cross  (or 
stipes)  could  have  the  cross-arm  (or  patibulum) 
attached  two  or  three  feet  below  its  top— this  is 
what  we  commonly  think  of  today  as  the  classieal 
form,  of  the  cross  (the  one  which  we  have  later 
named  the  Latin  cross);  however,  the  common 
form  used  in  our  Lord’s  day  was  the  Tau  cross 
(shaped  like  the  Greek  letter  Tau  or  like  our  T). 
In  this  cross  the  patibulum  was  placed  in  a notch 
at  the  top  of  the  stipes.  There  is  fairly  over- 
whelming archeological  evidence  that  it  was  on 
this  type  of  cross  that  Jesus  was  crucified. 

The  upright  post,  or  stipes,  was  generally 
permanently  fixed  in  the  ground  at  the  site  of 
execution  and  the  condemned  man  was  forced 
to  earry  the  patibulum,  apparently  weighing 
about  110  pounds,  from  the  prison  to  the  plaee 
of  execution.  Without  any  historical  or  biblical 
proof,  medieval  and  Rennaisance  painters  have 
given  us  our  picture  of  Christ  carrying  the  en- 
tire cross.  Many  of  these  painters  and  most  of 
the  sculptors  of  crucifixes  today  show  the  nails 
through  the  palms.  Roman  historical  accounts 
and  experimental  work  have  shown  that  the  nails 
were  driven  between  the  small  bones  of  the 
wrists  and  not  through  the  palms.  Nails  driven 
through  the  palms  will  strip  out  between  the 
fingers  when  they  support  the  weight  of  a human 
body.  The  misconception  may  have  come  about 
through  a misunderstanding  of  Jesus’  words  to 
Thomas,  “Observe  my  hands.”  Anatomists,  both 
modern  and  ancient,  have  always  considered  the 
wrists  as  part  of  the  hand. 

A titulus,  or  small  sign,  stating  the  victim’s 
crime  was  usually  carried  at  the  front  of  the 
procession  and  later  nailed  to  the  eross  above 
the  head.  This  sign  with  its  staff  nailed  to  the 
top  of  the  cross  would  have  given  it  somewhat 
the  characteristic  form  of  the  Latin  eross. 

The  physical  passion  of  the  Christ  begins  in 
Gethsemane.  Of  the  many  aspects  of  this  initial 
suffering,  I shall  only  discuss  the  one  of  physio- 
logieal  interest;  the  bloody  sweat.  It  is  interest- 
ing that  the  physician  of  the  group,  St.  Luke, 
is  the  only  one  to  mention  this.  He  says,  “And 
being  in  agony.  He  prayed  the  longer.  And  his 


sweat  became  as  drops  of  blood,  trickling  down 
upon  the  ground.” 

Every  attempt  imaginable  has  been  used  by 
modern  scholars  to  explain  away  this  phase,  ap- 
parently under  the  mistaken  impression  that  this 
just  doesn’t  happen. 

A great  deal  of  effort  could  be  saved  by  con- 
sulting the  medical  literature.  Though  very 
rare,  the  phenomenon  of  Hematidrosis,  or  bloody 
sweat,  is  well  doeumented.  Under  great  emo- 
tional stress,  tiny  capillaries  in  the  sweat  glands 
ean  break,  thus  mixing  blood  with  sweat.  This 
process  alone  could  have  produced  marked 
weakness  and  possible  shock. 

We  shall  move  rapidly  through  the  betrayal 
and  arrest;  I must  stress  again  that  important 
portions  of  the  Passion  story  are  missing  from 
this  account.  This  may  be  frustrating  to  you, 
but  in  order  to  adhere  to  our  purpose  of  discuss- 
ing only  the  purely  physical  aspects  of  the  Pas- 
sion, this  is  necessary.  After  the  arrest  in  the 
middle  of  the  night,  Jesus  was  brought  before 
the  Sanhedrin  and  Caiphus,  the  High  Priest;  it 
is  here  that  the  first  physical  trauma  was  in- 
flicted. A soldier  struek  Jesus  across  the  face 
for  remaining  silent  when  questioned  by 
Caiphas.  The  palace  guards  then  blindfolded 
Him  and  mockingly  taunted  Him  to  identify 
them  as  they  each  passed  by,  spat  on  Him,  and 
struck  Him  in  the  faee. 

In  the  early  morning,  Jesus,  battered  and 
bruised,  dehydrated,  and  exhausted  from  a sleep- 
less night,  is  taken  across  Jerusalem  to  the  Prae- 
torium  of  the  Fortress  Antonia,  the  seat  of  gov- 
ernment of  the  Procurator  of  Judea,  Pontius 
Pilate.  You  are,  of  course,  familiar  with  Pilate’s 
aetion  in  attempting  to  pass  responsibility  to 
Herod  Antipas,  the  Tetrarch  of  Judea.  Jesus 
apparently  suffered  no  physical  mistreatment  at 
the  hands  of  Herod  and  was  returned  to  Pilate. 
It  was  then,  in  response  to  the  cries  of  the  mob, 
that  Pilate  ordered  Bar-Abbas  released  and  con- 
demned Jesus  to  scourging  and  crucifixion.  There 
is  much  disagreement  among  authorities  about 
seourging  as  a prelude  to  crueifixion.  Most 
Roman  writers  from  this  period  do  not  assoeiate 
the  two.  Many  seholars  believe  that  Pilate 
originally  ordered  Jesus  scourged  as  his  full 
punishment  and  that  the  death  sentence  by  cru- 
cifixion came  only  in  response  to  the  taunt  by 
the  mob  that  the  Procurator  was  not  properly 
defending  Caesar  against  this  pretender  who 
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claimed  to  be  the  King  of  the  Jews. 

Preparations  for  the  scourging  are  carried  out. 
The  prisoner  is  stripped  of  His  clothing  and  His 
hands  tied  to  a post  above  His  head.  It  is  doubt- 
ful whether  the  Romans  made  any  attempt  to 
follow  the  Jewish  law  in  this  matter  of  scourging. 
The  Jews  had  an  ancient  law  prohibiting  more 
than  forty  lashes.  The  Pharisees,  always  mak- 
ing sure  that  the  law  was  strictly  kept,  insisted 
that  only  thirty-nine  lashes  be  given.  (In  case  of 
a miscount,  they  were  sure  of  remaining  within 
the  law.)  The  Roman  legionnaire  steps  forward 
with  the  flagrum  (or  flagellum)  in  his  hand.  This 
is  a short  whip  consisting  of  several  heavy, 
leather  thongs  with  two  small  balls  of  lead 
attached  near  the  ends  of  each.  (FIGURE 
1.)  The  heavy  whip  is  brought  down  with 
full  force  again  and  again  across  Jesus’ 
shoulders,  back  and  legs.  At  first  the  heavy 
thongs  cut  through  the  skin  only.  Then, 
as  the  blows  continue,  they  cut  deeper  into 
the  subcutaneous  tissues,  producing  first  an 
oozing  of  blood  from  the  capillaries  and  veins 
of  the  skin,  and  finally  spurting  arterial  bleed- 
ing from  vessels  in  the  underlying  muscles.  The 
small  balls  of  lead  first  produce  large,  deep 
bruises  which  are  broken  open  by  subsequent 
blows.  Finally  the  skin  of  the  back  is  hanging 
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Figure  2 


in  long  ribbons  and  the  entire  area  is  an  un- 
recognizable mass  of  torn,  bleeding  tissue.  When 
it  is  determined  by  the  centnrian  in  charge  that 
the  prisoner  is  near  death,  the  beating  is  finally 
stopped. 

The  half-fainting  Jesus  is  then  untied  and  al- 
lowed to  slump  to  the  stone  pavement,  wet  with 
His  own  blood.  The  Roman  soldiers  see  a great 
joke  in  this  provincial  Jew  claiming  to  be  a king. 
They  throw  a robe  across  His  shonlders  and  place 
a stick  in  His  hand  for  a scepter.  They  still  need 
a crown  to  make  their  travesty  complete.  A small 
bundle  of  flexible  branches  covered  with  long 
thorns  (commonly  used  for  firewood)  are  plaited 
into  the  shape  of  a crown  and  this  is  pressed 
into  His  scalp.  (FIGURE  2.)  Again  there  is  copi- 
ous bleeding  (the  scalp  being  one  of  the  most 
vascular  areas  of  the  body.)  After  mocking  Him 
and  striking  Him  across  the  face,  the  soldiers 
take  the  stick  from  His  hand  and  strike  Him 
across  the  head,  driving  the  thorns  deeper  into 
His  scalp.  Finally,  they  tire  of  their  sadistic  sport 
and  the  robe  is  torn  from  His  back.  This  had 
already  become  adherent  to  the  clots  of  blood 
and  serum  in  the  wounds,  and  its  remo\  al,  just 
as  in  the  careless  remo\  al  of  a surgical  bandage 
causes  excrnciating  pain  . . . Almost  as  though 
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He  were  again  being  whipped— and  the  wounds 
again  begin  to  bleed. 

In  deference  to  Jewish  custom,  the  Romans 
return  His  garments.  The  heavy  patibulum  of 
the  cross  is  tied  across  His  shoulders,  and  the 
procession  of  the  condemned  Christ,  two  thieves 
and  the  execution  detail  of  Roman  soldiers, 
headed  by  a centurian,  begins  its  slow  journey 
along  the  Via  Dolorosa.  In  spite  of  His  efforts 
to  walk  erect,  the  weight  of  the  heavy  wooden 
beam,  together  with  the  shock  produced  by  co- 
pious blood  loss,  is  too  much.  He  stumbles  and 
falls.  The  rough  wood  of  the  beam  gouges  into 
the  lacerated  skin  and  muscles  of  the  shoulders. 
He  tries  to  rise,  but  human  muscles  have  been 
pushed  beyond  their  endurance.  The  centurian, 
anxious  to  get  on  with  the  crucifixion,  selects  a 
stalwart  North  African  onlooker,  Simon  of  Gy- 
rene, to  carry  the  cross.  Jesus  follows,  still 
bleeding  and  sweating  the  cold,  clammy  sweat 
of  shock.  The  650  yard  journey  from  the  for- 
tress Antonia  to  Golgotha  is  finally  completed. 
The  prisoner  is  again  stripped  of  His  clothes— 


except  for  a loin  cloth  which  is  allowed  the  Jews. 

The  crucifixion  begins.  Jesus  is  offered  wine 
mixed  with  Alyrrh,  a mild  analgesic  mixture. 
He  refuses  to  drink.  Simon  is  ordered  to 

1 

\ 

I ' ' 

Figure  3 

place  the  patibulum  on  the  ground  and  Jesus 
is  quickly  thrown  backward  with  His  shoulders 
against  the  wood.  The  legionnaire  feels  for  the 
depression  at  the  front  of  the  wrist.  He  drives  a 
heavy,  square,  wrought-iron  nail  (FIGURE  3) 
through  the  wrist  and  deep  into  the  wood.  Quick- 
ly, he  moves  to  the  other  side  and  repeats  the 
action,  being  careful  not  to  pull  the  arms  too 
tightly,  but  to  allow  some  flexion  and  move- 
ment. The  patilbulum  is  then  lifted  in  place  at 
the  top  of  the  stipes  and  the  titulus  reading 
“Jesus  of  Nazareth,  King  of  the  Jews”  is  nailed 
in  plaee. 

The  left  foot  is  pressed  backward  against  the 
right  foot,  and  with  both  feet  extended,  toes 
down,  a nail  is  driven  through  the  arch  of  each, 
leaving  the  knees  moderately  flexed.  The  Vic- 
tim is  now  crucified.  As  He  slowly  sags  down 
with  more  weight  on  the  nails  in  the  wrists,  ex- 
cruciating, fiery  pain  shoots  along  the  fingers 
and  up  the  arms  to  explode  in  the  brain— the  nails 
in  the  wrists  are  putting  pressure  on  the  median 
nerves.  As  He  pushes  Himself  upward  to  avoid 
this  stretching  torment.  He  places  His  full  weight 
on  the  nail  through  His  feet.  Again  there  is  the 
searing  agony  of  the  nail  tearing  through  the 
nerves  between  the  metatarsal  bones  of  the  feet. 

At  this  point,  another  phenomenon  occurs.  As 
the  arms  fatigue,  great  waves  of  cramps  sweep 
over  the  muscles,  knotting  them  in  deep,  relent- 
less, throbbing  pain.  With  these  cramps  comes 
the  inability  to  push  Himself  upward.  Hanging 
by  His  arms,  the  pectoral  muscles  are  paralyzed 
and  the  intercostal  muscles  are  unable  to  act. 
Air  can  be  drawn  into  the  lungs,  but  cannot  be 
exhaled.  Jesus  fights  to  raise  Himself  in  order 
to  get  even  one  short  breath.  Finally,  carbon 
dioxide  builds  up  in  the  lungs  and  in  the  blood 
stream  and  the  cramps  partially  subside.  Spas- 
modically, He  is  able  to  push  Himself  upward  to 
exhale  and  bring  in  the  life-giving  oxygen.  It 
was  undoubtedly  during  these  periods  that  He 
uttered  the  seven  short  sentences  which  are 
recorded: 

The  first,  looking  down  at  the  Roman  soldiers 
throwing  dice  for  His  seamless  garment,  “Father, 
forgive  them  for  they  know  not  what  they  do.” 

The  second,  to  the  penitent  thief,  “Today 
thou  shalt  be  with  me  in  Paradise.” 

The  third,  looking  down  at  the  terrified,  grief 
stricken,  adolescent  John,  (the  beloved  Apostle), 
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he  said,  “Behold  thy  mother,”  and  looking  to 
Mary,  his  mother,  “Woman,  behold  thy  son.” 
The  fourth  ery  is  from  the  beginning  of  the 
22nd  Psalm,  “My  God,  my  God,  why  hast  thou 
forsaken  me?” 

Hours  of  this  limitless  pain,  eyeles  of  twisting, 
joint-rending  eramps,  intermittent  partial  asphixi- 
ation,  searing  pain  as  tissue  is  torn  from  His 
lacerated  back  as  He  moves  up  and  down  against 
the  rough  timber:  Then  another  agony  begins.  A 
deep  crushing  pain  deep  in  the  chest  as  the  peri- 
cardium slowly  fills  with  serum  and  begins  to 
compress  the  heart. 

Let  us  remember  again  the  22nd  Psalm  (the 
14th  verse),  “I  am  poured  out  like  water,  and 
all  my  bones  are  out  of  joint:  my  heart  is  like 
wax;  it  is  melted  in  the  midst  of  my  bowels.” 
It  is  now  almost  over— the  loss  of  tissue  fluids 
has  reached  a critical  level—  the  compressed 
heart  is  struggling  to  pump  heavy,  thick,  slug- 
gish blood  into  the  tissues— the  tortured  lungs 
are  making  a frantic  effort  to  gasp  in  small  gulps 
of  air.  The  markedly  dehydrated  tissues  send 
their  flood  of  stimuli  to  the  brain. 

Jesus  gasps  His  fifth  cry,  “I  thirst.” 

Let  us  remember  another  verse  from  the  pro- 
phetic 22nd  Psalm:  “My  strength  is  dried  up  like 
a potsherd;  and  my  tongue  cleaveth  to  my  jaws; 
and  thou  has  brought  me  into  the  dust  of  death.” 
A sponge  soaked  in  Posca,  the  cheap,  sour  wine 
which  is  the  staple  drink  of  the  Roman  legion- 
naires, is  lifted  to  His  lips.  He  apparently  doesn’t 
take  any  of  the  liquid.  The  body  of  Jesus  is  now 
in  extremis,  and  He  can  feel  the  chill  of  death 
creeping  through  His  tissues.  This  realization 
brings  out  His  sixth  words— possibly  little  more 
than  a tortured  whisper. 

“It  is  finished.” 

His  mission  of  atonement  has  been  completed. 


Original  Articles 

Finally  He  can  allow  his  body  to  die. 

With  one  last  surge  of  strength.  He  once 
again  presses  His  torn  feet  against  the  nail, 
straightens  His  legs,  takes  a deeper  breath,  and 
utters  His  seventh  and  last  cry,  “Father,  into 
thy  hands  I commit  my  spirit.” 

The  rest  you  know.  In  order  that  the  Sab- 
bath not  be  profaned,  the  Jews  asked  that  the 
condemned  men  be  dispatched  and  removed 
from  the  crosses.  The  common  method  of  end- 
ing a crucifixion  was  by  crurifracture,  the  break- 
ing of  the  bones  of  the  legs.  This  prevented 
the  victim  from  pushing  himself  upward;  the 
tension  could  not  be  relieved  from  the  muscles 
of  the  chest,  and  rapid  suffication  occurred.  The 
legs  of  the  two  thieves  were  broken,  but  when 
they  came  to  Jesus  they  saw  that  this  was 
unnecessary. 

Apparently  to  make  doubly  sure  of  death,  the 
legionnaire  drove  his  lance  through  the  fifth  in- 
terspace between  the  ribs,  upward  through  the 
pericardium  and  into  the  heart.  The  34th  verse 
of  the  I9th  chapter  of  the  Gospel  according  to 
St.  John:  “And  immediately  there  came  out 
blood  and  water.”  Thus  there  was  an  escape  of 
watery  fluid  from  the  sac  surrounding  the  heart 
and  blood  from  the  interior  of  the  heart.  We, 
therefore,  have  rather  conclusive  post-mortem 
evidence  that  Our  Lord  died,  not  the  usual  cru- 
cifixion death  by  suffocation,  but  of  heart  failure 
due  to  shock  and  constriction  of  the  heart  by 
fluid  in  the  pericardium. 

Thus  we  have  seen  a glimpse  of  the  epitomy 
of  evil  which  man  can  exhibit  toward  man  — and 
toward  God.  This  is  not  a pretty  sight  and  is 
apt  to  leave  us  despondent  and  depressed.  How 
grateful  we  can  be  that  we  have  a sequel:  A 
glimpse  of  the  infinite  mercy  of  God  toward  man 
— the  miracle  of  the  atonement  and  the  expec- 
tation of  Easter  morning! 


HYSTERIA  . . . PANDEMONIUM  . . . PRESSURE 

Legislation  that  is  conceived  and  enacted  in  an  atmosphere  of  panic  is  usually 
ill-advised  and  may  be  disastrous.  This  statement  applies  to  the  passage  of  the 
Kefauver-Harris  amendments  to  the  Food,  Drug  and  Gosmetic  Act.  It  had  its 
origin  in  the  hysteria  and  panic  of  the  thalidomide  tragedy,  it  was  nurtured  and 
developed  in  the  pandemonium  of  the  biased  hearings  before  the  Kefamer 
Gommittee  of  the  Senate,  and  through  the  pressure  of  an  impetuous  administra- 
tion, was  enacted  into  law.  — John  G.  Krantz,  Jr.,  Ph.D.,  in  Military  Medicine, 
I3I:  I,  (Jan.)  1965. 
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HYPOFIBRINOGENEMIA 
IN  OBSEEERICS 


A dynamic  equilibrium  exists  in  man  between 
the  proeesses  of  coagulation  and  fibrinolysis 
which  provides  maximum  protection  against 
hemorrhage  and  thrombosis.  It  has  been  recog- 
nized for  some  time  that  changes  in  the  coagula- 
tion system  occur  during  pregnancy  which  guard 
the  obstetrical  patient  against  increased  danger 
of  hemorrhage.  Recently,  parallel  changes  in 
the  fibrinolytic  system  have  also  been  noted 
which  protect  the  patient  against  potential 
thrombosis.”’  Disturbance  of  the  balance  be- 
tween the  processes  of  coagulation  and  fibrino- 
lysis, manifested  as  hypofibrinogenemia,  causes 
most  of  the  exsanguinating  obstetrical  hemor- 
rhages.”’ 

Hypofibrinogenemia  has  been  observed  in 
connection  with  various  obstetrical  conditions: 
septic  abortion,  fulminating  eclampsia,  retained 
placental  tissue,  rupteured  uterus.  Caesarean 
section,  abdominal  pregnancy,  and  manual  re- 
moval of  the  placenta.”’  It  has  also  been  de- 
scribed as  a complication  of  certain  nonobstet- 
rical  conditions  such  as  transfusion  reaction  and 
Dextran  administration.  This  paper  deals  with 
the  three  obstetrical  conditions  chiefly  associated 
with  hypofibrinogenemia:  abruptio  placentae, 

“Presented  at  a meeting  of  the  Phoenix  Obstetrical  and  Gyne- 
cological Society  in  Phoenix,  Arizona  on  September  19,  1963. 


dead  fetus  syndrome,  and  amniotie  fluid  em- 
bolism. 

Definition  and  Values.  Afibrinogenemia  is  a 
term  frequently  used  to  denote  fibrinogen  defi- 
ciency. However,  since  fibrinogen  is  rarely  en- 
tirely absent,  hypofibrinogenemia  is  the  accurate 
term  to  describe  the  condition.  The  average 
normal  value  of  fibrinogen  without  pregnancy 
is  300  mg./lOO  cc.  of  plasma.  The  average  value 
at  term  in  pregnancy  is  450  mg./lOO  cc.  of  plas- 
ma. The  minimal  level  to  guarantee  against 
hemorrhage  is  125-150  mg./lOO  cc.  and  the  level 
below  which  blood  will  not  clot  is  100  mg./ 
100  cc.”’ 

Diagnosis.  The  results  of  quantitative  tests 
ordinarily  used  to  diagnose  hypofibrinogenemia 
cannot  be  obtained  rapidly  enough  for  practical 
use  when  abruptio  placentae  or  amniotie  fluid 
embolism  occurs.  When  the  dead  fetus  syn- 
drome is  involved,  hypofibrinogenemia  develops 
slowly  and  there  is  adequate  time  for  quantita- 
tive testing. 

Clot  observation  is  one  method  of  diagnosis 
in  the  presence  of  acute  hypofibrinogenemia.  A 
few  centimeters  of  blood  are  placed  in  a test  tube 
and  are  observed  for  clotting  and  lysis.  If  fi- 
brinogen is  adequate,  a firm  clot  should  form 
within  20  minutes  and  it  should  not  lyse  within 
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Despite  the  drastic  reduction  in  maternal  mortality,  hemorrhage  is  still  the 
leading  cause  of  death  in  Obstetrics.  This  paper  details  the  pathophysiology  and 
conditions  associated  tvith  hemorrhage  secondary  to  hypofihrinogenemia. 


one  hour.'^^  Although  this  test  is  easy  to  per- 
form, it  is  not  infallible.  Prolonged  clotting 
time  may  be  due  to  a cause  other  than  hypo- 
fibrinogenemia  and  occasionally  a normal  result 
may  be  obtained  in  the  presence  of  fibrinogen 
deficiency.  However,  it  is  the  test  most 

commonly  used  because  of  its  simplicity. 

Ratnoff’s  method  of  clot  observation  is  an- 
other means  of  diagnosing  fibrinogen  deficiency. 
The  main  advantage  of  this  test  is  its  rapidity. 
One  centimeter  of  blood  is  added  to  a test  tube 
containing  0.1  ml.  of  topical  bovine  thrombin. 
The  tube  must  be  kept  frozen  until  used  to  pre- 
vent deterioration  of  the  thrombin.  If  fibrinogen 
is  adequate,  a firm  clot  will  form  in  5 to  60  sec- 
onds and  will  exude  clear  serum  on  standing. 

Pathogenesis.  A simplified  diagram  of  the 
clotting  mechanism  is  given  below  to  aid  in 
understanding  the  pathogenesis  of  hypofibrino- 
genemia; 

Ca  Ca 

+ + 

Thromboplastin  Thrombin 

+ + 

Prothrombin  -^Fibrinogen  Fibrin  (clot) 
Authors  do  not  agree  on  the  mechanism  which 
may  produce  hypofibrinogenemia  in  abruptio 
placentae.  The  five  most  commonly  postulated 


theories  are;  (1)  intravascular  coagulation  due  to 
thromboplastin:  (2)  intravascular  coagulation  ini- 
tiated by  hemorrhage;  (3)  fibrin  deposition  by  co- 
agulation within  the  uterine  cavity;  (4)  intense 
fibrinolytic  activity;  (5)  fibrination  — fibrinolysis 
with  feedback.  Intravascular  coagulation 

due  to  escape  of  thromboplastin  from  the  prod- 
ucts of  conception  into  the  circulation  is  the  most 
commonly  accepted  theory.^'*  However, 
Pritchard  in  1959  reported  a series  of  seyen 
cases  of  total  abruption  in  which  he  recovered 
an  average  of  two-thirds  of  the  fibrinogen  cal- 
culated to  be  lost  as  fibrin  within  the  blood 
clots  collected  from  the  uterine  cavity.  He  con- 
cluded that,  although  multiple  mechanisms  may 
contribute  to  the  development  of  hypofibrino- 
genemia, a major  one  is  continued  hemorrhage 
and  coagulation  within  the  uterine  ca\ity.‘®’ 

In  the  dead  fetus  syndrome,  the  mechanism  of 
pathogenesis  favored  is  intra\ascular  escape  of 
thromboplastic  substances  from  the  degenerating 
placenta  and/or  decidua  with  resulting  intra\  as- 
cular  coagul.ition  and  fibrinogen  depletion. 
Also  clinical  evidence  and  duplication  of  amni- 
otic  fluid  embolism  in  animals  ha\e  established 
that  the  chief  factor  in  fibrinogen  depletion  as- 
sociated with  this  condition  is  widespread  in- 
travascular clotting.^'” 
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Discussion.  In  considering  the  fibrinolytic 
mechanism,  authors  generally  emphasize  the  de- 
fibrination process  in  the  development  of  hypo- 
fibrinogenemia  and  note  lack  of  correlation  be- 
tween its  degree  and  the  intensity  of  fibrinolytic 
activity.'®’  However,  papers  presented  at  the 
1963  meeting  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  indicated  that  the 
fibrinolytic  activity  is  an  important  factor  in 
those  cases  of  hypofibrinogenemia  with  severe 
bleeding.'^  It  has  been  noted  that  just  as  cer- 
tain coagulation  factors  are  increased  during 
pregnancy,  so  changes  occur  in  the  fibrinolytic 
system,  in  order  that  a potentially  active  lytic 
system  is  available  to  counteract  any  disturb- 
ances that  might  bring  about  extensive  intra- 
vascular clotting. 

The  fibrinolytic  system  consists  of  the  follow 
ing: 

Proactivators  -|- 
and  Activators 

t 


Philips”’  has  consistently  found  decreased  pro- 
fibrinolysin  and  inhibitor  levels  in  those  cases 
whre  severe  hemorrhage  has  resulted  from  hypo- 
fibrinogenemia and  has  interpreted  this  as  show- 
ing activation  of  profibrinolysin  (see  above). 
Some  of  her  patients  had  fibrinogen  levels  as  low 
as  75  mg.  per  cent  with  little  or  no  bleeding, 
while  others  with  levels  as  high  as  190  mg.  per 
cent  hemorrhaged  acutely.  Since  the  difference 
in  these  cases  stems  from  the  degree  of  activation 
of  the  fibrinolytic  system,  fibrinogen  may  be  ad- 
ministered on  the  basis  of  clinical  judgment  of 
intractable  bleeding  in  the  presence  of  hypo- 
fibrongenemia  rather  than  on  laboratory  tests 
alone. 

The  above  concept  presents  no  problem  in 
management  of  patients  with  hypofibrinogene- 
mia. When  the  obstetrician  has  a patient  with  a 
complication  known  to  be  linked  with  hypofi- 
brinogenemia, he  is  immediately  alerted  to  the 
possibility  of  a hemorrhagic  tendency  and  can 
check  for  clotting  deficiency  as  outlined.  Pa- 
tients with  demonstrable  clotting  deficiency  and 
intractable  bleeding  are  the  ones  who  need 
fibrinogen  management.”’ 


In  correcting  hypofibrinogenemia  transfusions 
have  little  value,  although  they  are  needed  to 
replace  blood  loss.  Each  unit  of  blood  contri- 
butes less  than  0.3  gm.  of  fibrinogen  toward 
overcoming  the  deficiency.  The  amount  re- 
quired is  at  least  3 gms.'®’  Fresh  blood  is  pre- 
ferred to  banked  blood  for  replacement  because 
of  the  possible  need  for  hemostatic  factors  other 
than  fibrinogen.  Regarding  fibrinogen  dosage, 
4 gms.  are  usually  given  initially”  with  addi- 
tional units  if  indicated  by  clotting  tests  and 
clinical  evaluation.  It  should  be  noted  that  ad- 
ministration of  fibrinogen  without  a definite  di- 
agnosis of  hypofibrinogenemia  is  contraindi- 
cated, since  homologous  serum  jaundice  follows 
the  use  of  fibrinogen  in  one  out  of  20  patients.”’ 
Gamma  globulin  is  no  protection  against  this  dif- 
ficulty.”’ Also,  Dextran  should  not  be  used  in  pa- 
tients with  actual  or  potential  hypofibrinogene- 

->Fibrinolysin 
( Active  Enzyme ) 

4 

Hydrolysis  of 
Fibrin,  Fibrinogen, 
and  Other  F actors 

mia  because  it  is  antagonistic  to  fibrinogen  and 
prothrombin.”’ 

In  managing  abruptio  placentae,  one  of  the 
chief  obstetrical  conditions  associated  with  hypo- 
fibrinogenemia, obstetricians  cannot  agree  on  the 
best  method.  The  main  difference  of  opinion 
is  concerned  with  the  type  of  delivery.  Some 
consider  immediate  delivery  by  Gaesarean  sec- 
tion best,  if  vaginal  delivery  is  not  imminent. 
Others  feel  that  section  should  be  done  only  as 
a last  resort,  especially  when  intrauterine  fetal 
death  has  occurred. 

Adams,  Henry,  and  Schreier  reported  in  1959 
a method  of  handling  severe  abruptions  which 
was  begun  in  their  institution*  in  1954,  as 
follows: 

1.  Blood  is  drawn  on  admission  for  typ- 
ing and  crossmatching,  hematocrit  determ- 
ination, and  clot  observation. 

2.  Gompatible  blood  in  the  amount  of 
2000  cc.  is  made  available  and  given  as 
indicated. 

3.  Glot  observation  is  repeated  every  hour 

^Division  of  Obstetrics  and  Gynecology,  University  of  Temiessee 
College  of  Medicine  and  City  of  Memphis  Hospital,  Memphis, 
Tennessee. 
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until  delivery  and  every  four  hours  up  to 
24  hours  post  partum. 

4.  As  soon  as  blood  is  available,  the  patient 
is  placed  on  the  operating  table  for  vaginal 
examination  with  either  intravenous  glucose 
or  blood  running. 

5.  Amniotomy  is  done  regardless  of  the 
condition  of  the  cervix. 

6.  Obstetric  management  is  directed  to- 
ward vaginal  delivery,  especially  when  the 
baby  is  dead  or  previable. 

7.  If  labor  has  not  begun  spontaneously 
within  an  hour  after  amniotomy,  an  intra- 
venous oxytocin  drip  is  started. 

8.  Fibrinogen  is  administered  in  two-gram 
increments  as  indicated  from  the  clot  ob- 
servation tests.  (Note:  as  mentioned  before, 
most  authors  feel  that  the  initial  dose  should 
be  4 gms.) 

9.  Delivery  should  be  accomplished  within 
four  hours  either  by  spontaneous  or  oxyto- 
cin-induced labor.  If  it  has  not  been  accom- 
plished or  is  not  imminent.  Caesarean  sec- 
tion may  be  indicated. 

Using  this  method  of  management,  Adams, 
Henry,  and  Schreier  reported  a reduction  in  the 
incidence  of  Caesarean  section  for  severe  abrup- 
tions from  50  per  cent  in  1953  to  6 per  cent  in 
1955-1957.  The  methods  is  similar  to  the  one 
proposed  in  1953  by  Weiner,  Reid,  and  Roby“^’ 
and  is  the  suggested  plan  of  management  in  the 
presence  of  abruptio  placentae  with  hypofi- 
brinogenemia. 

Where  management  of  the  dead  fetus  syn- 
drome is  concerned,  a fibrinogen  level  below 
150  mg./lOO  ml.  is  never  found  less  than  five 
weeks  after  fetal  death. After  this  point, 
Pritchard  found  that  the  odds  were  one  in  four 
that  the  patient  would  develop  potentially  dan- 
gerous hypofibrinogenemia.  However,  the  fall 
in  fibrinogen  levels  would  be  a gradual  one  and 
if  hypofibrinogenemia  developed,  it  would  prob- 
ably persist  until  the  uterus  was  emptied.  Pritch- 
ard also  found  that  fibrinogen  administration 
prior  to  emptying  the  uterus  resulted  in  only 
transient  rise  in  fibrinogen  concentration  and 
labor,  either  spontaneous  or  induced,  did  not 
produce  lowering  of  the  fibrinogen  concentra- 
tion."®' 

In  view  of  the  above  observations,  Pritchard 
recommends  the  following  as  a minimal  man- 
agement regimen: 
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1.  Determination  of  fibrinogen  levels 
weekly  beginning  about  three  weeks  after 
fetal  death. 

2.  Emptying  the  uterus  if  the  fibrinogen 
level  falls  much  below  200  mg. /100ml.,  with 
two  to  three  units  of  blood  and  four  to  six 
grams  of  fibrinogen  available.  If  the  uterus 
is  large,  an  attempt  should  be  made  to  in- 
duce labor  two  or  three  times  with  oxytocin. 

If  this  is  unsuccessful,  laparotomy  should 
be  done. 

3.  As  long  as  the  fibrinogen  level  remains 
adequate,  spontaneous  onset  of  labor  should 
be  awaited."®' 

In  connection  with  the  induction  of  labor,  re- 
ports have  appeared  in  recent  literature  regard- 
ing injections  of  hypertonic  saline  or  glucose 
into  the  amniotic  sac  to  initiate  labor  when  the 
fetus  is  known  to  be  dead  or  to  have  anomalies 
incompatible  with  survival."®  This  method  is 
also  being  used  for  therapeutic  abortion.  If 
this  technique  were  incorporated  in  Pritchard’s 
plan  of  approach  to  the  dead  fetus  syndrome,  the 
necessity  for  emptying  the  uterus  by  laparotomy 
would  rarely  be  indicated. 

When  amniotic  fluid  embolism  occurs,  the  ex- 
tent of  intravascular  clotting  determines  whether 
the  patient  dies  immediately  or  recovers  tempor- 
arily and,  without  proper  treatment,  succumbs 
within  a few  hours  from  hemorrhage.  When 
there  is  a large  infusion  of  amniotic  fluid,  death 
often  occurs  within  30  minutes  after  the  onset 
of  symptoms.  During  this  time,  treatment  should 
be  directed  toward  relief  of  cyanosis,  apnea,  and 
shock.  If  a patient  rallies,  the  focus  of  treat- 
ment turns  toward  prevention  of  death  from 
postpartum  hemorrhage."®'  At  this  point,  as 
much  as  12  grams  of  fibrinogen  may  be  required, 
since  complete  defibrination  of  the  blood  is  a 
possibility."" 

Tables  showing  the  cases  of  severe  abruption 
and  dead  fetus  syndrome  at  Saint  Joseph’s  Hos- 
pital in  Phoenix,  Arizona,  from  June  1,  1958  to 
May  31,  1963  are  shown  here.  The  tables  in- 
clude the  number  of  cases  with  hypofibrinogene- 
mia method  of  delivery,  number  receiving  trans- 
fusion and  fibrinogen,  and  criteria  for  classifica- 
tion of  the  cases  of  abruption. 

Case  Reports.  Two  cases  of  amniotic  fluid 
embolism  which  occurred  at  Saint  Joseph’s  Hos- 
pital in  Phoenix,  Arizona,  between  June  1,  1958 
and  May  31,  1963  are  presented.  Case  1:  A 33- 
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year-old  female,  gravida  VI,  para  IV,  was  ad- 
mitted at  41  weeks’  gestation  in  labor.  There 
was  slight  bleeding  during  labor.  Membranes 
ruptured  spontaneously  and  generalized  convul- 
sion, cyanosis,  and  periods  of  apnea  followed. 
Oxygen  was  administered  and  a depressed  male 
infant  was  delivered  by  low  forceps.  Bleeding 
tendency  developed  with  bleeding  from  all 
needle  puncture  sites.  Clot  observation  revealed 
absence  of  clotting.  Blood  was  given.  Cardiac 
arrest  occurred  with  unsuccessful  attempts  at 
external  cardiac  massage. 

Case  2:  A 31-year-old  female,  gravida  III,  para 
II,  was  admitted  at  term  with  ruptured  mem- 
branes and  amnionitis.  Antibiotics  were  started. 
Ten  and  one-half  hours  after  admission,  the  pa- 
tient vomited  and  complained  of  inability  to  get 
her  breath.  There  were  immediate  cyanosis  and 
convulsion  followed  by  cardiac  arrest.  External 
cardiac  massage  was  unsuccessful.  The  patient 
expired  undelivered. 

Comment.  As  shown  in  Table  I,  the  diagnosis 
of  hypofibrinogenemia  was  established  in  five 
cases  of  severe  abruptio  placentae.  Only  three 
of  the  patients  received  fibrinogen.  If  adequate 
amounts  of  fibrinogen  had  been  given  to  all  five 
patients,  the  amount  of  blood  required  for  trans- 
fusion undoubtedly  would  have  been  reduced. 


TABLE  I 

Severe  Abruptions  Saint  Joseph’s  Hospital 

June  1,  1958— May  31,  1963  Phoenix  Arizona 

Number  of  severe  abruptions  27 

Number  without  hypofibrinogenemia  22 

1.  Requiring  transfusion  15% 

2.  Amount  of  blood  administered— 

500-3500  cc. 

(Average— 1700  cc.) 

Number  of  hypofibrinogenemia  5 

1.  Requiring  transfusion.  5 (100%) 


2.  Amount  of  blood  administered— 

2500-4500  cc. 

(Average  3400  cc.) 

3.  Receiving  fibrinogen  2 

Metlrod  of  delivery 

1.  Vaginal  19 

2.  Caesarean  section  8 (29.6%) 

Number  requiring  hysterectomy  4 

Fate  of  babies  (including  one  set  of  twins) 

1.  Lived  6 

2.  Expired  2 (78.6%  fetal 

3.  Stillborn  20  loss) 

Maternal  deaths  None 

Criteria  for  classification  as  severe  abruptions  were  as 
follows;  1.  At  least  28  weeks’  gestation.  2.  Evidence 
of  50  per  cent  or  more  placental  separation.  3.  Separa- 
tion of  degree  to  cause  antepartum  or  intrapartum  fetal 
death.  4.  Separation  in  which  there  is  development  of 
hypofibrinogenemia.  (12,  13,  18,  19) 


Table  II  shows  that  although  there  were  53 
cases  of  dead  fetus  syndrome,  a diagnosis  of  hy- 
pofibrinogenemia was  not  established  in  any  of 


the  cases.  This  suggests  how  rarely  the  dead 
fetus  syndrome  and  hypofibrinogenemia  occur 
in  combination  as  a complication  of  pregnancy. 

In  the  two  cases  of  amniotic  fluid  embolism 
which  are  summarized,  the  patient  in  the  first 
case  developed  hypofibrinogenemia,  as  evi- 
denced by  the  onset  of  a bleeding  tendency  with 
bleeding  from  needle  puncture  sites  and  ab- 
sence of  clotting.  It  is  doubtful  that  fibrinogen 
administration  would  have  benefited  this  pa- 
tient, since  hypofibrinogenemia  became  apparent 
shortly  before  her  death. 


TABLE  II 

Cases  of  Dead  Fetus  Snydrome  Saint  Joseph’s  Hospital 
June  1,  1958— May  31,  1963  Phoenix,  Arizona 

Number  of  cases  53 

Number  receiving  blood  5 

(Three  had  two  units;  two  had  one  unit.) 

Number  receiving  fibrinogen  0 

Fibrinogen  determinations  4 

(Range  280-480  mg./ 100  ml.) 


Summary.  . Hypofibrinogenemia  associated 
chiefly  with  abruptio  placentae,  dead  fetus  syn- 
drome, and  amniotic  fluid  embolism  is  reviewed, 
with  discussion  of  diagnosis,  pathogenesis,  and 
management. 

Beview  of  recent  advances  in  evaluation  and 
importance  of  the  fibrinolytic  system  regarding 
development  of  hypofibrinogenemia  is  included. 

Five-year  surveys  of  cases  of  severe  abruptio 
placentae,  dead  fetus  syndrome,  and  amniotic 
fluid  embolism  at  Saint  Joseph’s  Hospital  in 
Phoenix,  Arizona  are  presented. 
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Spontaneous  Rupture  of  Utero-Ovarian  Veins 
At  Term  With  Fetal  And  Maternal  Salvage 


RUPTURE  OF  THE  UTERO-OVARIAN  VEINS  USUALLY  OCCURS  IN  A MULTIPAROUS  PATIENT 
NEAR  TERM  WHO  HAS  LEG  VARICOSITIES.  THE  FINDINGS  IN  THE  CLASSIC  CASE  ARE  AB- 
DOMINAL PAIN  WITH  THE  PHYSICAL  FINDINGS  OF  A HEMOPERITONEUM  FOLLOV/ING  A HIS- 
TORY OF  PHYSICAL  EXERTION  USUALLY  OCCURING  IN  THE  LAST  TRIMESTER. 

ALL  PHYSICIANS  CARING  FOR  OBSTETRICAL  PATIENTS  SHOULD  BE  AWARE  OF  THIS  CON- 
DITION SINCE  THE  PRESENT  MORTALITY  IS  STILL  OVER  TEN  PER  CENT. 


Spontaneous  rupture  of  varicosities  of  the 
utero-ovarian  veins  during  pregnancy,  labor,  or 
the  puerperium  is  occasionally  a cause  of  sudden 
severe  maternal  shock  with  resultant  death. 
Maternal  mortality  is  considered  in  the  area  of 
50%,  with  fetal  mortality  necessarily  paralleling 
or  exceeding  it.  Somewhat  less  than  100  cases 
have  been  reported  (96  cases  at  time  of  this 
report)  and  it  is  felt  that  because  of  its  serious 
import,  all  cases  should  be  reported  to  focus 
greater  attention  on  the  entity  so  that  it  will 
be  given  its  deserved  recognition  in  the  differ- 
ential diagnosis  of  sudden  unexplained  shock 
in  the  gravid  woman. 

Department  of  Obstetrics  and  Gynecology,  Good  Samaritan 
Hospital,  Phoenix,  Arizona. 


CASE  REPORT: 

M.  W.,  (62-16614),  a 20-year-old  Negress, 
gravida  3,  para  1,  abortus  1,  was  admitted  to 
the  labor  room  of  Good  Samaritan  Hospital, 
Phoenix,  Arizona,  on  August  3,  1962  at  9:30  a.m. 
Her  expected  date  of  confinement  was  Septem- 
ber 22,  1962.  She  had  been  spotting  vaginally  for 
two  to  three  weeks;  otherwise,  her  prenatal 
course  was  uneventful.  There  was  no  history  of 
trauma.  Forty-five  minutes  prior  to  admission, 
she  experienced  a sudden  sharp  pain  in  the  right 
hypogastrium.  Upon  admission,  the  pain  was 
still  present  and  becoming  worse.  In  addition, 
she  was  having  uterine  contractions  every  three 
to  four  minutes,  of  moderate  intensity. 
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Examination  revealed  an  acutely  distressed 
Negro  female,  at  approximately  32  weeks  gesta- 
tion, with  marked  tenderness  in  the  right  upper 
quadrant  of  the  abdomen.  The  uterine  fundus 
was  tense  and  irritable.  On  vaginal  examination, 
the  cervix  was  found  to  be  closed  and  uneffaced. 
Blood  pressure  on  admission  was  120/70  and 
the  pulse  120  and  bounding.  Fetal  heart  tones 
were  clearly  audible  in  the  left  lower  quadrant, 
with  a rate  of  140  per  minute.  The  membranes 
were  intact  and  the  uterus  did  not  appear  to  be 
enlarging  rapidly. 

At  10:30  a.m.,  one  hour  later,  the  fetal  heart 
tones  were  noted  to  be  160  per  minute,  but  still 
loud  and  clear.  The  abdominal  tenderness  was 
becoming  much  more  generalized  and  the  uterus 
more  irritable. 

At  10:30  a.m.,  with  a presumptive  diagnosis  of 
Abruptio  Placentae,  a blood  transfusion  was 
started  and  the  patient  transferred  to  the  de- 
livery room,  a short  distance  away.  The  patient 
was  prepared  for  Cesarean  Section  with  the  aid 
of  the  nursing-surgical  team  commandeered  from 
the  Department  of  Surgery.  Blood  pressure  and 
pulse  were  compatible  with  advancing  shock. 

Upon  entering  the  abdomen  through  a mid- 
line, infraumbilical  incision,  some  1500  ml.  of 
blood,  mixed  with  clots,  was  found.  The  actual 
source  of  the  bleeding  could  not  be  determined 
at  this  point.  No  uterine  rupture  was  evident. 
It  seemed,  therefore,  more  expedient  at  this 
juncture  to  remove  the  infant  and  search  for 
the  point  of  hemorrhage  with  the  uterus  empty 
and  contracted.  An  Apgar  9 infant,  weighing  6 
pounds,  5 ounces,  was  delivered  through  a low, 
transverse  incision  in  the  uterus.  The  amniotic 
fluid  was  clear.  There  was  no  evidence  of  retro- 
placental  bleeding. 

Exploration  of  the  pelvic  viscera  revealed  the 
source  of  bleeding  to  be  on  the  right  posterior 
aspect  of  the  now  contracted  uterine  fundus. 
The  myometrium  was  soft  and  mushy  over  an 
area  approximately  P/2  by  2 cm.  adjacent  to  a 
large  varix  which  had  obviously  ruptured  and 
was  exuding  a constant  stream  of  venous  blood.  A 
wedge  excision  of  this  area  was  made  and  the 
area  of  softening  extended  almost  down  to  the 
endometrium.  The  defect  was  then  closed  with 
a number  of  deep  mattress  type  sutures  of 


Chromic  ^1  catgut.  In  spite  of  these,  some  ooz- 
ing persisted  and  was  finally  controlled  by  in- 
corporating a gelfoam  sponge  into  some  deep 
sutures.  The  uterine  incision  was  then  closed  in 
a routine  manner. 

The  patient  did  very  well  during  surgery  and 
was  sent  to  the  Recovery  Room  with  a blood 
pressure  of  130/100  and  a pulse  of  80.  In  all, 
she  received  a total  of  2 units  of  blood  during 
and  after  the  operation. 

With  the  exception  of  a mild  cystitis,  the 
patient  had  an  uneventful  post-operative  course 
and  both  mother  and  baby  left  the  hospital  six 
days  post-operatively  in  good  condition. 

DISCUSSION 

The  pathogenesis  of  utero-ovarian  vein  rup- 
ture is  not  always  clear.  The  site  of  bleeding  is 
most  commonly  on  the  posterolateral  aspect  of 
the  uterine  body,  as  in  our  case.  However,  it  may 
occur  anywhere  in  the  now  well-defined  pampin- 
iform plexus  of  veins  serving  the  pelvic  viscera. 
Various  factors  have  been  considered  of  sig- 
nificance in  the  rupture  of  these  veins.  Increased 
fragility  of  veins  during  pregnancy,  associated 
with  increased  pressure  in  the  pelvis  are  prob- 
ably the  most  important'®/  Varicose  changes  in 
veins  of  the  leg  are  found  in  as  high  as  75%  of 
women  in  the  third  trimester  of  pregnancy"/ 
Frequently,  at  laparotomy  in  the  pregnant  fe- 
male, especially  in  Cesarean  Section,  varicosities 
of  the  pelvic  veins  are  encountered"/  It  is  well 
recognized  that  the  walls  of  varicose  veins  are 
very  fragile  and  subject  to  rupture  with  minimal 
trauma.  Their  presence  in  the  pelvis  is  no  guar- 
antee against  such  rupture  occurring  even 
though  they  are  better  protected  from  traumatic 
insult.  Pressure  in  the  femoral  and  pelvic  veins 
increases  from  the  fifth  month  of  gestation  to 
parturition,  and  rupture  of  such  veins  has  been 
reported  as  early  as  the  tenth  week  of  preg- 
nancy'*/ During  uterine  contractions  and  at  de- 
livery, this  pressure  may  even  double"/  It  is 
significant,  therefore,  that  many  cases  of  rupture 
of  utero-ovarian  veins  occur  during  labor  and 
in  the  immediate  post-partum  period. 

Another  contributing  factor  is  multiparity. 
Varicose  veins  of  the  legs  are  much  more  com- 
mon in  the  multigravidae  than  in  the  primi- 
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gravidae;  hence,  greater  fragility  of  the  pelvic 
veins  may  be  expected  in  the  multigravid  wom- 
an. In  the  cases  reported,  some  75%  were  in 
mnltiparas”’. 

Trauma  is  probably  of  little  significance,  but 
a history  thereof  may  be  helpful  in  making  a 
diagnosis.  In  one  of  the  reports,  the  onset  of 
symptoms  followed  coitus  in  three  instances, 
and  in  one  of  these,  intercourse  had  been  ac- 
complished three  times  in  one  night^^\  Two 
reported  cases  followed  forceps  delivery,  and 
two  others  following  version  and  extraction"’. 

Uterine  contractions  may  also  be  a precipitat- 
ing factor  in  this  condition  since  25%  of  the 
reported  cases  occurred  during  labor. 

Some  history  of  exertion,  just  prior  to  onset 
of  symptoms,  was  elicited  in  20%  of  the  cases 
reviewed.  This  effort  may  take  various  forms, 
such  as  straining  at  stool,  riding  over  rough 
roads,  coughing  or  lifting. 

Pre-operative  diagnosis  of  utero-ovarian  vein 
rupture  is  usually  quite  difficult,  but  certain 
signs  and  symptoms  should  alert  one  to  at  least 
consider  such  a possibility.  Recent  trauma  or 
exertion  in  the  last  trimester  of  pregnancy,  fol- 
lowed by  a sudden  onset  of  steadily  increasing 
abdominal  pain  should  make  one  very  suspicious. 
If  these  events  are  followed  by  abdominal  ten- 
derness, either  localized  or  generalized,  accom- 
panied by  signs  of  shock,  a presumptive  diag- 
nosis of  utero-ovarian  vein  rupture  should  be 
made.  Earlier  in  pregnancy.  X-ray  films  of  the 
abdomen  mav  reveal  a typical  “ground-glass” 
pattern  indicative  of  intraperitoneal  fluid'®’.  A 
careful  paracentesis  will  result  in  a “bloody  tap” 
if  the  hemorrhage  is  intraperitoneal'®’.  On  the 
other  hand,  if  the  bleeding  is  retroperitoneal,  a 
mass  may  be  palpable  on  the  affected  side  of 
the  abdomen,  adjacent  to  the  uterus. 

The  diagnosis  most  frequently  made  when  this 
entity  is  encountered  is  that  of  Abruptio  Placen- 
tae, as  was  done  in  our  case.  In  the  latter,  the 
uterus  may  enlarge  rapidly,  fetal  heart  may 
become  distant  or  even  absent,  vaginal  bleeding 
may  be  present,  there  will  be  no  retroperitoneal 
mass,  and  the  uterus  becomes  tense  and  ex- 
quisitely tender  throughout,  with  increasing 
shock. 
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A ruptured  uterus  may  also  give  rise  to  similar 
signs  and  symptoms.  A catastrophic  picture  of 
shock  at  or  near  term,  after  the  onset  of  labor, 
accompanied  by  failing  heart  tones,  certainly  is 
characteristic  here. 

Why  should  rupture  of  a utero-ovarian  vein 
carry  such  a high  mortality  rate?  It  would  appear 
from  the  literature  that  the  answer  lies  in  the 
lack  of  awareness  given  this  entity.  It  cannot 
be  emphasized  too  strongly  that  therapy  must 
be  instituted  early  and  rapidly  in  these  cases  to 
avert  tragedy.  Once  the  diagnosis  is  suspected, 
supportive  therapy  must  be  instituted  with  intra- 
venous fluids,  followed  by  whole  blood  as  soon 
as  it  is  available.  Exploratory  laparotomy,  as 
early  as  the  patient’s  condition  will  permit,  is 
life  saving.  In  a previable  situation  the  area  of 
hemorrhage,  if  easily  found  and  controlled,  may 
be  sutured  and  nothing  more  done.  However, 
Cesarean  Section  may  be  necessary,  (as  in  our 
case)  to  observe  and  localize  the  point  of  hem- 
orrhage especially  if  it  is  on  the  posterior  surface 
of  the  uterus.  Hysterectomy  is  seldom  necessary, 
but  should  be  employed  if  the  bleeding  cannot 
otherwise  be  controlled. 

SUMMARY 

A case  of  undiagnosed  rupture  of  a utero- 
ovarian  vein  in  pregnancy  is  presented.  Some  96 
cases  have  been  reported  with  one  instance  of 
recurrence  since  the  time  of  Baudelocque'®’.  In 
spite  of  this,  few,  if  any,  standard  text  books 
of  Obstetrics  mention  the  entity. 

Hodgkinson,  in  1950,  observed  that  little  help 
could  be  obtained  from  text  books  when  con- 
sidering rupture  of  the  utero-ovarian  vein'’^’. 

Three  other  writers  have  more  recently  made 
a similar  observation'®’  The  high  mortality 
rate  (10%  of  the  reported  cases  in  the  last  ten 
years)  implies  that  this  condition  is  not  being 
adequately  stressed  in  current  Obstetrical  teach- 
ing programs,  or  in  current  te.xtbooks  in 
Obstetrics. 

Hemorrhage  in  Obstetrics  is  still  one  of  the 
major  causes  of  maternal  mortality,  with  many 
such  instances  of  death  classified  as  preventable 
when  reviewed  by  maternal  mortality  com- 
mittees. 
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In  presenting  this  case,  we  hope  to  bring  to 
the  attention  of  the  Obstetrician  or  Generalist 
doing  obstetrics,  an  awareness  of  its  existence, 
especially  in  a multipara  with  leg  varices,  who 
presents  herself  with  sudden  onset  of  acute 
abdominal  pain  late  in  pregnancy  or  in  labor 
with  rapidly  progressing  signs  of  hemorrhagic 
shock. 

Facilities  for  prompt  surgical  exploration 
should  be  available  in  the  delivery  suite  in  hope 
of  reducing  the  mortality  rate  in  this  condition 
by  conserving  time. 

The  favorable  outcome  of  both  mother  and 
baby  in  our  case  can  be  attributed  to  the  good 


fortune  of  being  able  to  readily  transform  a 
delivery  room  into  an  operating  theater,  com- 
plete with  a team  for  surgery.  It  is  our  belief 
that  such  a situation  should  obtain  in  every 
institution  caring  for  obsetrical  patients. 
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WHAT  DO  YOU  WANT  TO  KNOW  ABOUT  DRUGS? 

In  my  opinion,  the  pharmaceutical  manufacturers  have  many  opportunities 
to  win  the  good-will  and  understanding  of  the  medical  profession.  One  of  these 
opportunities  for  example  pertains  to  the  present  dispute  over  the  reporting  of 
adverse  side  effects  in  journal  ads  and  on  drug  labels.  It  seems  to  me  that  the 
industry  has  a point  when  it  objects  to  excessive  restrictions  and  argues  that 
the  medical  profession  receives  adequate  information  about  drugs  tlirough  many 
channels  now  available.  However,  I believe  that  it  could  do  a better  educational 
job  than  it  is  presently  doing,  because  many  of  my  colleagues  are  still  not  con- 
vinced. For  the  future  of  medical  practice  and  continued  advances  in  pharma- 
cological therapy,  let’s  try  to  get  to  know  each  other  better.  — William  L.  Wheeler, 
Jr.,  M.D.,  in  Experimental  Medicine  and  Surgery,  22:  2-3,  (June-Sept. ) 1964. 
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BISACODYL  (DULCOLAX) ' 

Its  Value  in  a 'Bowel  Habif  Program 

by 

Lawrence  M.  Gholz,  M.D. 


BISACODYL  (DULCOLAX,®  10  MGM.)  SUPPOSITORIES  WERE  ADMIN- 
, ISTERED  AFTER  BREAKFAST  TO  FORTY-THREE  INSTITUTIONALIZED 
I CHILDREN  FOR  A CONTROLLED  STUDY  PERIOD  OF  EIGHTEEN  DAYS. 

THEIR  AGES  RANGED  FROM  TWO  TO  SIX  YEARS  AND  ALL  WERE  SUF- 
I FERING  FROM  CHRONIC  CONSTIPATION.  THE  STUDY  WOULD  INDI- 
CATE THIS  TYPE  OF  SUPPOSITORY  AN  EFFECTIVE  AID  FOR  THIS 
PROBLEM. 


UMEROUS  reports  1-10  have  described  the 
successful  use  of  bisacodyl  ( Dulcolax®* ) in  the 
treatment  of  constipation  and  the  establishment 
of  regular  bowel  control.  Bisacodyl,  either  as  tab- 
let or  suppository,  acts  by  reflex  stimulation  of 
the  colonic  mucosa  to  produce  normal  peristalsis 
of  the  large  bowl.“  It  has  been  found  to  be  mild 
in  action  and  well  tolerated  by  all  age  groups. 
Although  most  patients  treated  have  been  adults, 
several  investigators  have  reported  exceptionally 
favorable  results  in  children.”^  Poor  bowel 
habits,  associated  with  constipation  or  fecal  in- 
continence, present  a considerable  problem  at 
the  Sonoma  State  Hospital  in  caring  for  mentally 
retarded  children,  particularly  the  very  young. 
Attendants  spend  much  valuable  time  in  giving 
enemas  and  changing  laundry.  A study  with 
bisacodyl  was  therefore  started  in  a group  of  the 
most  troublesome  cases  to  observe  whether  or 
not  bowel  habits  could  be  favorably  influenced. 

The  major  objective  was  to  improve  the  health 
of  the  children  by  establishing  normal  bowel 
habits  to  decrease  constipation  and  incontinence. 

From  the  Wards  for  Mentally  Retarded  Children,  and  the 
Public  Health  Office,  Sonoma  State  Hospital,  Eldridge,  California. 


Secondary  goals  involved  1)  economy  related  to 
savings  in  costs  and  time  required  for  enema  ad- 
ministration and  laundry  changes,  and  2)  esthetic 
improvement  as  a result  of  reduced  soiling  and 
odors  which  detracted  from  an  otherwise  pleas- 
ant environment. 


METHODS  AND  MATERIALS 

A controlled  study  was  performed  in  43  crib 
patients  of  both  sexes,  2 to  6 years  of  age.  The 
children  chosen  for  the  study  were  those  with  the 
most  serious  chronic  constitpation  or  incon- 
tinence. They  had  extremely  irregular  bowel 
habits  requiring  frequent  enemas  and  changes  of 
clothing  and  bed  linens.  Occasionally,  glycerine 
suppositories  were  used  to  induce  a bowel  mo\  e- 
ment.  Despite  the  conscientious  efforts  of  the 
nurses  and  other  ward  personnel,  the  time  of 
evacuation  was  usually  unpredictable.  Constant 
soiling  both  at  night  and  during  the  day  made 
the  ward  unpleasant.  Considerable  time  which 

®Dulcolu.\,(R)  bis  (i)-acetoxypbenyl)-2-pyn(.lylmontb;ine,  brand  of 
bisacodyl  (10  mg.  suppositories  and  .5  mg.  tablets),  Geigy  Pbariua 
ceuticals,  Ardsley,  New  York. 
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Control  Period— 31  Days 
No.  of  Bowel  Movements 


TABLE  1 

No.  of 
Enemas 


Bisacodyl  Period— 18  Days 
No.  of  Bowel  Movements 


No.  of 
Enemas 


In 

Per 

Skipped 

Skips/ 

In 

In 

Per 

Skipped 

Skips/ 

In 

Patients 

31  Days 

Day 

Days 

Day 

31  Days  18  Days 

Day 

Days 

Day 

18  Days 

1 

15 

.48 

19 

.61 

0 

16 

.89 

3 

.17 

0 

2 

14 

.45 

18 

.58 

2 

15 

.83 

5 

.28 

1 

3 

13 

.42 

19 

.61 

1 

15 

.83 

4 

.22 

0 

4 

22 

.71 

14 

.45 

0 

13 

.72 

6 

.33 

0 

5 

13 

.42 

18 

.58 

2 

15 

.83 

5 

.28 

1 

6 

21 

.68 

14 

.45 

1 

16 

.89 

2 

.11 

1 

7 

16 

.52 

16 

.52 

6 

10 

..56 

8 

.44 

0 

8 

15 

.48 

16 

.52 

2 

17 

.94 

2 

.11 

0 

9 

16 

.52 

15 

.48 

0 

10 

.56 

8 

.44 

1 

10 

21 

.68 

16 

.52 

1 

18 

1.00 

2 

.11 

0 

11 

17 

.55 

15 

.48 

0 

12 

.67 

6 

.33 

0 

12 

16 

.52 

13 

.42 

3 

14 

.78 

4 

.22 

0 

13 

13 

.42 

16 

..52 

1 

15 

.83 

4 

.22 

0 

14 

13 

.42 

19 

.61 

1 

15 

.83 

3 

.17 

0 

15 

17 

.55 

16 

.52 

0 

21 

1.17 

2 

.11 

0 

16 

14 

.45 

16 

..52 

0 

17 

.94 

3 

.17 

0 

17 

10 

.32 

19 

.61 

7 

18 

1.00 

0 

.00 

0 

18 

14 

.45 

18 

.58 

4 

19 

1.06 

2 

.11 

0 

19 

15 

.48 

17 

.55 

4 

23 

1.28 

0 

.00 

0 

20 

17 

.55 

13 

.42 

0 

23 

1.28 

0 

.00 

0 

21 

16 

.52 

17 

..55 

3 

20 

1.11 

0 

.00 

0 

22 

22 

.71 

14 

.45 

3 

19 

1.06 

0 

.00 

1 

23 

12 

.39 

19 

.61 

3 

17 

.94 

1 

.06 

1 

24 

20 

.65 

12 

..39 

o 

O 

21 

1.17 

0 

.00 

0 

25 

14 

.45 

17 

.55 

6 

19 

1.06 

0 

.00 

0 

26 

15 

.48 

16 

.52 

2 

16 

.89 

3 

.17 

0 

27 

14 

.45 

18 

.58 

1 

23 

1.28 

0 

.00 

0 

28 

16 

.52 

17 

.55 

3 

12 

.67 

7 

.39 

1 

29 

13 

.42 

18 

..58 

5 

20 

1.11 

2 

.11 

0 

30 

13 

.42 

17 

.55 

3 

21 

1.17 

3 

.17 

0 

31 

23 

.74 

10 

..32 

2 

21 

1.17 

1 

.06 

0 

32 

17 

.55 

14 

.45 

4 

18 

1.00 

1 

.06 

0 

33 

18 

.58 

14 

.45 

2 

16 

.89 

3 

.17 

0 

34 

21 

.68 

13 

.42 

4 

22 

1.22 

0 

.00 

0 

35 

11 

.35 

20 

.65 

5 

21 

1.17 

0 

.00 

0 

36 

15 

.48 

16 

..52 

2 

19 

1.06 

0 

.00 

0 

37 

14 

.45 

17 

.55 

3 

20 

1.11 

3 

.17 

0 

38 

13 

.42 

19 

.61 

2 

20 

1.11 

2 

.11 

0 

39 

19 

.61 

14 

.45 

2 

23 

1.28 

0 

.00 

0 

40 

14 

.45 

18 

.58 

2 

24 

1.33 

1 

.06 

0 

41 

17 

.55 

17 

.55 

5 

18 

1.00 

2 

.11 

0 

42 

14 

.45 

15 

.48 

3 

21 

1.17 

0 

.00 

0 

43 

22 

.71 

14 

.45 

1 

18 

1.00 

1 

.06 

0 

Totals 

685 

693 

104 

771 

99 

7 

Means 

.51 

.52 

1.00 

.13 

might  have  been  put  to  better  use  was  devoted 
merely  to  keeping  the  children  as  clean  and  com- 
fortable as  possible. 

The  first  part  of  the  study  consisted  of  a 31- 
day  observation  period  without  medication. 
Each  child  thus  acted  as  his  own  control.  The 
attendants  kept  careful  records  of  daily  bowel 
movements,  the  number  of  days  without  evacua- 
tions, and  the  number  of  enemas  or  glycerine 
suppositories  required.  Following  the  observa- 
tion period,  a bisacodyl  suppository  was  adminis- 


tered each  day  after  breakfast  for  a period  of 
18  days.  Similar  records  were  kept  during  bisa- 
codyl administration,  and  the  children  were 
watched  for  the  possible  appearance  of  any  side 
effects. 

Criteria  of  response.— It  was  assumed  that  to 
improve  and  maintain  the  childrens’  general 
health,  one  normal  bowel  movement  each  day 
without  the  need  of  enemas  or  other  therapy 
would  approximate  the  desired  physiologic  re- 
sponse. Economic  advantages  were  evaluated 
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on  the  basis  of  reduction  in  the  number  of 
enemas  and  laundry  changes  required,  the  time 
consumed  in  these  tasks,  and  cost  of  medication 
and  extra  laundry.  Esthetic  improvement  was 
judged  by  subjective  impressions  of  the  ward 
personnel. 

RESULTS 

Comparison  of  data  recorded  for  each  patient 
during  the  control  and  drug  periods  showed 
that  the  use  of  the  bisacodyl  suppositories  was  an 
effective  method  for  bowel  regulation  (Tablel). 
In  the  short  period  of  18  days  the  drug  increased 
daily  bowel  movements  from  an  average  of  .51 
to  1.00,  which  is  the  usual  norm  for  most  indi- 
viduals. This  represents  an  actual  average  in- 
crease of  0.49  bowel  movements  per  patient/ day, 
or  a 96  percent  increase.  The  skipped  days,  that 
is,  days  without  bowel  movements,  decreased 
by  0.39  per  patient/day,  showing  a 75  percent 
decrease  towards  the  ideal  of  zero.  The  num- 
ber of  enemas  decreased  from  0.08  to  0.01  per 
patient/day  (Table  2).  All  of  these  changes  are 
statistically  highly  significant.  (P  < 0:001). 

The  saving  of  time  and  cost  in  patient  care 
was  a bit  more  difficult  to  evaluate  but  the  fol- 
lowing estimates  are  applicable  (Table  3).  Cal- 
culations from  figures  in  the  control  and  drug 
periods  show  that  the  number  of  enemas  were 
reduced  from  an  average  of  3.35  to  0.39  per  day 
for  the  group  of  43  patients.  Each  enema  re- 
quires about  30  minutes  to  secure  materials,  ad- 
minister, await  results  and  clean  up  afterwards. 
On  the  basis  of  a 30-day  month  this  represents  a 
reduction  from  50.3  to  5.9  hours,  or  a monthly 
saving  of  44.4  hours. 

Each  enema  represents  at  least  one,  and  fre- 
quently more  changes  of  diaper,  sheet,  pad  and 
gown.  During  the  relatively  short  18-day  drug 
period,  the  43  patients  had  a saving  of  close  to 
80  diapers  each  day.  Bisacodyl  suppositories  at 
an  approximate  cost  of  18  cents  each  amounted 
to  $7.74  daily.  Taking  into  account  the  costs  of 
attendants’  time  for  laundry  changes  and  enema 
administration,  and  the  cost  of  three  glycerine 
suppositories  (average  daily  use),  daily  savings 
on  the  bisacodyl  program  amounted  approxi- 

TABLE  2 

MEAN  DAILY  VALUES  - BEFORE  AND 
DURING  BISACODYL  PROGRAM 

Control  period  . . . 0.51  0.52  0.08 

Bisacodyl  period  . . 1.00  0.13  0.01 

(96%  increase)  (75%  decrease)  (88%  decrease) 
“Difference  is  highly  significant,  P < 0.001. 


TABLE  3 

DAILY  SAVINGS*  IN  TIME  AND  COST-43  PATIENTS 


Control 

3 Glycerine  suppositories $ .09 

E.xtra  laundry 

80  Diapers  $ .03  ea $2.40 

25  Sheets  .05  1.25 

30  Pads  .05  1.50 

10  Gowns  .03  30 

5.45 

Attendants’  time  $ 1.50/hr. 

3.35  Enemas  (1.68  hrs.) 2.52 

Diaper  and  laundry 

changes  (8  hrs.) 12.00 

14.52 

Total $20.06 

Bisacodyl 

43  Bisacodyl  suppositories $ 7.74 

Extra  laundry 65 

Attendants’  time 

0.39  Enema  (0.2  hr.) 30 

Diaper  and  laundry 

changes  (1  hr.) 1.50 


1.80 

$10.19 

“Daily  savings  on  biscacodyl  — $9.87. 

mately  to  $9.87.  For  a month,  this  means  a sav- 
ing of  almost  $300.00.  Had  the  cost  of  enema 
equipment  and  supplies  been  included,  the 
amount  saved  would  have  figured  somewhat 
higher.  The  present  study  involved  only  a small 
group  of  children  who  benefited  by  this  mode 
of  treatment.  Extension  of  the  program  to  other 
wards  would,  no  doubt,  result  in  sizable  savings 
in  hospital  costs. 

The  esthetic  value  of  bisacodyl  was  clearly  evi- 
dent in  the  improved  environment  and  the  lift  to 
nursing  and  patient  morale.  As  soon  as  the  at- 
tendant had  finished  inserting  the  suppositories 
in  the  43  patients,  she  was  able  to  start  dressing 
them,  since  those  first  treated  had  already  com- 
pleted their  bowel  movement.  In  most  cases, 
evacuation  occurred  within  15  to  30  minutes 
after  insertion  of  the  suppository.  By  about  9:30 
all  of  the  children  were  bathed  and  dressed  for 
the  day,  and  they  seldom  soiled  their  diapers 
after  the  morning  evacuation.  If  they  did,  they 
rarely  had  to  remain  in  soiled  diapers  for  more 
than  a few  minutes  since  attendants  were  now 
free  to  give  them  prompt  attention.  The  chil- 
dren were  thus  more  comfortable,  skin  rashes 
disappeared,  and  dispositions  improved.  The 
ward  personnel  were  happy  with  their  lightened 
burden  of  disagreeable  tasks,  and  appreciated 
the  most  pleasant  environment  in  which  they  had 
to  work. 
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No  side  effects  were  observed  and  bisacodyl 
did  not  interfere  with  any  medication  adminis- 
tered for  other  purposes. 

As  a result  of  the  excellent  response,  the  bisa- 
eodyl  program  was  continued  after  completion 
of  the  controlled  study.  Within  several  months 
most  of  the  children  functioned  equally  well  with 
one  suppository  every  second  or  third  day.  This 
procedure  further  reduced  costs. 

COMMENTS 

The  results  obtained  amply  demonstrate  that 
the  use  of  the  bisacodyl  suppository  is  an  effec- 
tive method  for  establishing  regular  bowel  con- 
trol. In  the  care  of  mentally  retarded  children, 
bowel  hygiene  is  a particular  problem  arising 
not  only  from  their  proneness  to  constipation  but 
also  from  their  indifference  to  good  habits.  In 
very  young  children  the  situation  is  even  more 
difficult. 

By  establishing  more  regular  bowel  habits,  the 
bisacodyl  program  saved  valuable  hours  of  nurs- 
ing time  previously  spent  in  enema  administra- 
tion and  laundry  changes.  Such  time-saving  con- 
siderably reduced  hospital  costs.  Regular  habits 
improved  the  childrens’  general  health,  decreased 
burdensome  duties  for  the  staff,  and  created  a 
more  pleasant  atmosphere  in  the  ward. 

Although  there  were  no  impactions  in  the 
group  of  children  under  study,  it  might  be  logical 
to  predict  that  through  its  ability  to  induce  nor- 
mal bowel  habits,  bisacodyl  could  prevent  an 
occasional  impaction.  This  would  represent  a 
considerable  saving  in  medical  staff  and  nursing 
time,  and  x-ray  and  laboratory  work.  In  addi- 
tion to  dollar  savings,  the  patients  would  be 
spared  the  discomfort  and  risk  of  such  an  event. 

The  present  study  involved  only  a small  group 
of  43  children  who  benefited  from  bisacodyl 
treatment.  Expansion  of  the  program  to  other 
wards  housing  hundreds  of  children  would  pre- 
sumably entail  tremendous  savings  in  time,  costs, 
and  discomfort.  The  excellent  results  here  de- 
scribed covered  a period  of  only  18  days  on 
bisacodyl.  It  was  assumed  that  if  this  compara- 
tively short  period  on  the  drug  were  extended, 
further  improvement  in  bowel  habits,  with  grad- 
ual decrease  in  bisacodyl  administration  and 
even  less  frequent  need  of  enemas,  might  be  ex- 
pected. Subsequent  to  the  controlled  trial,  this 
tendency  became  apparent  in  most  cases. 

Also,  to  obviate  the  chance  that  a possible 
epidemic  causing  loose  stools  might  affect  the 


results  of  our  study,  an  independent  control 
group  of  33  children  was  observed  at  the  same 
time.  Results  in  this  group  showed  no  essential 
change  in  bowel  habits  throughout  the  study. 

SUMMARY 

Poor  bowel  habits  associated  with  constipation 
and  fecal  incontinence  present  a considerable 
problem  in  caring  for  young  mentally  retarded 
children. 

Bisacodyl  (Dulcolax®),  a mild  contact  laxa- 
tive, was  evaluated  in  a controlled  study  in  43 
institutionalized  children  2 to  6 years  of  age. 

One  suppository,  administered  each  morning 
during  the  18-day  drug  period,  increased  bowel 
movements  from  a mean  of  0.51  to  1.0  daily  (96 
percent  increase,  P < 0.001),  the  accepted  norm 
for  proper  bowel  regulation.  Insertion  and 
evacuation  was  accomplished  within  a short  spe- 
cific period  and  thus  released  the  nursing  staff 
for  other  duties.  The  number  of  previously  re- 
quired enemas  decreasd  by  88  percent 
(P  < 0.001). 

Improvement  in  bowel  habits  was  reflected 
in  1)  better  general  health  of  the  children,  2) 
significant  time  and  cost  savings  involving  enema 
administration  and  laundry  changes,  and  3) 
esthetic  improvement  in  the  ward  environment 
for  both  patients  and  personnel  as  a result  of  re- 
duced soiling,  offensive  odors  and  unpleasant 
tasks. 

On  completion  of  the  controlled  trial,  continu- 
ation of  bisacodyl  administration  further  demon- 
strated the  drug’s  effectiveness  in  a bowel  re- 
training program.  Most  of  the  children  required 
a suppository  only  every  second  or  third  day 
for  satisfactory  daily  evacuation. 
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in  sinusitis,  colds,  U.R.I. 

Dimetapp^  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 

Nasal  congestion?  Dimetapp  lets  your  stuffed-up 
patients  breathe  easy  again.  Each  Dimetapp  Extentab 
works  hard  for  up  to  10-12  hours  to  open  up  con- 
gestion. And,  with  little  likelihood  of  adverse  reac- 
tions. Indeed,  side  effects  with  the  antihistamine  in 
Dimetapp-Dimetane®  (brompheniramine  maleate) 
were  found  in  one  investigation  to  be  as  few  as  with 
placebo. 2 

1.  Clinical  report  on  file,  Medical  Department,  A.  H.  Robins  Co.,  Inc. 

2.  Schiller,  I.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  2^:478,  1959. 


BRIEF  SUMMARY:  Indications:  D imetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal  drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhinitis.  Contraindications:  Anti- 
histamine sensitivity.  Not  recommended  for  use  during  pregnancy. 
Precautions:  Administer  with  caution  in  the  presence  of  cardiac 
or  peripheral  vascular  diseases  and  hypertension.  Until  the  pa- 
tient's response  has  been  determined,  he  should  be  cautioned 
against  engaging  in  operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions  including  skin  rashes,  urticaria,  hypo- 
tension and  thrombocytopenia  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of  th 
mouth,  mydriasis,  increased  irritability  or  excitement  may 
encountered. 

See  product  literature  for  complete  prescribing  information. 

A.  H.  ROBINS  COMPANY,  INC. 

RICHMOND,  VIRGINIA  23220 


With  meticulous  attention  to  detail,  artist  Blake  Hampton  depicts  the  successful  American  businessman  who  has  driven  him- 
self relentlessly  to  the  top  and  at  last  is  solidly  entrenched  on  the  throne  of  success.  But  his  is  a hollow  victory.  Shackled  with 
responsibilities,  he  strains  to  enjoy  the  fruits  of  his  labors,  but  to  no  avail.  His  only  pleasure  is  in  his  single-minded  devotion 
to  success.  Here  indeed  is  the  patient  who  so  often  must  pay  for  his  success  with  a peptic  ulcer  and  the  limitations  it  imposes. 

NUMBER  3 IN  A SERIES 


in  peptic  ulcer  therapy— “little  things  mean  a lot” 

it’s  the  sum  total  of  many  subtle  advantages  that  makes  glycopyrrolate  a superior  anticholinergic 


ROBINUL]  FORTE  glycopyrrolate  2 mg  per  Ubiet 

ROBINUE-PH  FORTE 

glycopyrrolate  2 mg.  j phenobarbital  16.2  mg.  ^ (warning:  may  be  habit  forming) 


The  remarkable  efficacy  of  Robinul  (glycopyrrolate)  in  the  treatment  of  peptic  ulcer  cannot  be 
attributed  to  any  single  characteristic  of  the  drug.  Rather  it  is  the  sum  total  of  several  subtle 
pharmacologic  advantages  that  enables  this  anticholinergic  to  make  such  a significant  contribu- 
tion to  the  total  ulcer  regimen. 

Epstein^  found  glycopyrrolate’s  intensive  antisecretory  action  to  be  exemplary.  Breidenbach"  was 
impressed  by  its  pronounced  antispasmodic  effects.  And  Young  and  Sun'^  reported  that  a 2 mg. 
oral  dose  “did  not  affect  gastric  emptying  or  intestinal  transit  time.  . . .”  According  to  Slanger^ 
the  absence  of  annoying  side  effects  is  an  important  plus  factor  “.  . . for  it  permits  ready  indi- 
vidualization of  dosage  for  control  of  mild  to  severe  symptoms.”  Posey^  sums  it  up  when  he  says, 
“In  effect,  with  glycopyrrolate,  one  approaches  an  ideal  agent  for  the  management  of  peptic 
ulcer.  With  it  a vagolytic  effect  may  be  obtained  without  interfering  with  gastric  emptying — the 
medical  equivalent  to  vagectomy  plus  an  adequate  drainage  procedure.” 

We  invite  you  to  try  Robinul  (glycopyrrolate)  in  your  practice.  Discover  firsthand  how  several 
subtle  advantages  add  up  to  make  it  the  superior  anticholinergic  agent. 


BRIEF  SUMMARY 

INDICATIONS:  In  addition  to  its  primary  indications  for 
duodenal  and  gastric  ulcer,  glycopyrrolate  is  indicated  for 
other  G-I  conditions  which  may  benefit  from  anticholinergic 
therapy.  Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phe- 
nobarbital) is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  ob- 
struction, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  car- 
diospasm (megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

PRECAUTIONS:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  EFFECTS;  Dryness  of  the  mouth,  blurred  vision,  urinary 
difficulties,  and  constipation  are  rarely  troublesome  and  may 


generally  be  controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic  drugs  include 
tachycardia,  palpitation,  dilatation  of  the  pupil,  increased 
ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizzi- 
ness, drowsiness,  and  rash. 

DOSAGE:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tab- 
let three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 
See  product  literature  for  full  prescribing  information. 

Also  available: 

Robinul® (glycopyrrolate  1 mg.  per  tablet) 

Robinul®-PH  (glycopyrrolate  1 mg.  per  tablet) 
phenobarbital  16.2  mg. 

(warning:  may  be  habit  forming) 

REFERENCES:  1.  Epstein,  J.  H.:  Am.  J.  of  Gastroent.,  37:295, 
March,  1962.  2.  Breidenbach,  W.  C.:  Investigative  Clinical 
Report,  March,  1961.  3.  Young,  R.,  and  Sun,  D.  C.  H.:  Ann 
N.  Y.  Acad.  Sc.,  99:174,  Feb.,  1962.  4 Slanger,  A.:  Journal 
of  New  Drugs,  2:215,  July-Aug.,  1962.  5.  Posey,  E.  L.,  Jr.: 
Am.  J.  Dig.  Dis.,  7:863,  Oct.,  1962. 
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TRUST  DEPARTMENT 


RESOURCES  $1  BILLION 

MEMBER  FEDERAl  DEFOSIT  INSURANCE  CORPORATION 


THIRTY- FIVE 
YEARS 

CURING  DOCTORS 
CARS 


Loaners  Always 
Available 


TONY  COURY 


525  WEST  MAIN 
MESA.  ARIZONA 
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Catnei^aek  ^unjet  Ckaftel  and  Hme 


3RD  AVENUE  AND  CAMELBACK  - PHONE  277-2603 


■ Plastic  Eyes  and  Contact  Lenses  ■ Zenith  Hearing  Aids 


■ Distributor  for  Major  Optical  Manufacturers 
■ Complete  line  of  Refractory  Equipment  ■ Office  Planning  and  Layout 


A SIGN  OF  TRUST 


14  E.  Monroe  St. 
ALpine  8-8928 
2021  N.  Central  Ave. 
252-3242 

4350  N.  Central  Ave. 
AMherst  6-8824 


909  E.  Brill 
252-8904 

218  E.  Stetson  Dr.  ( Scottsdale ) 
WHitney  6-1711 
Marcus  J.  Lawrence  Clinic 
Cottonwood,  Arizona 


PARK  CENTRAL 

2040  W.  Bethany  Home  Rd. 

274-3193 

550  W.  Thomas  Rd. 

CRestwood  4-5409 

461  W.  Catalina  Dr. 

CRestwood  9-3509 


HOME  OFFICE:  625  E.  Indian  School  Road  . . 264-5666 


PHOENIX  McLEOD  OPTICAL 
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Tour  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

‘Soma’  Compound  helps 
relieve  pain  and  relax  muscle 
in  many  musculoskeletal 
disorders.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,phenacetin  160  mg.,cafieine  32  mg.  ■■ 


rational  combination  therapy  for  most  patients  with  strains  and  sprains: 
relaxes  muscle,  relieves  pain 


Also  available  as  ‘Soma’  Compound  with  Codeine:  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be  habit-forming.) 


(Warning:  Codeine  may  be  habit-forming.)  Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound  with 
Codeine  are  useful  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting 
muscles  and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phenacetin,  or 
codeine  phosphate.  Precautions:  Pf?enacef/n— With  long-term  use,  give  cautiously  to  patients  with  anemia 
and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage  the  kidneys  when  used  in  large  amounts  or 
for  long  periods.  Caffeine  — Not  recommended  for  persons  extremely  sensitive  to  its  CNS  stimulating  ac- 
tion. Codeine  phosphate  — Use  with  caution  in  addiction-prone  individuals.  Car/soprodo/  — Carisoprodol, 
like  other  central  nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of 
similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsiness,  lightheadedness,  dizziness,  and 
gastric  complaints  have  been  reported  infrequently  for  either  or  both  of  these  preparations.  Phenacetin  — 
Side  effects  are  extremeiy  rare  with  short-term  use  of  recommended  doses.  Prolonged  ingestion  of  over- 
doses may  produce  dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature,  in- 
somnia, headache,  mentai  disturbances,  and  tolerance.  Caffe/ne  — Side  effects  are  almost  always  the  result 
of  overdosage.  Average  doses  may  rarely  cause  nausea,  nervousness,  insomnia,  and  diuresis.  Excessive  dos- 
age may  produce,  in  addition,  restlessness,  nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata, 
tachycardia,  and  cardiac  arrhythmias.  Codeine  phosphate  — Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol  -The  only  side  effect  reported  with  any  frequency  is  sleepiness, 
usually  on  higher  than  recommended  doses.  An  occasional  patient  may  not  tolerate  carisoprodol  because  of 
an  individual  reaction,  such  as  a sensation  of  weakness.  Other  rarely  observed  reactions  have  inciuded 
dizziness,  ataxia,  tremor,  agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occurring  when  carisoprodol 
was  administered  with  other  drugs,  has  been  reported,  as  has  an  instance  of  fixed  drug  eruption  with 
carisoprodol  and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  in- 
cluded one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity  reaction,  car- 
isoprodol should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal  attempts  may  produce  coma 
and/or  mild  shock  and  respiratory  depression.  Dosage:  Usual  adult  dosage  of  ‘Soma’  Compound  or  ‘Soma' 
Compound  with  Codeine  is  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg.  ‘Soma' 
Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required.  Before  prescribing, 
consult  package  circular. 
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President's  Page 


ON  this  first  issue  of  “Arizona  Medicine”  your  president  feels  that  it  is 
incumbent  upon  him  to  again  call  to  the  attention  of  every  member 
of  our  association  the  insidious  attempt  which  is  being  made  to  sup- 
plant the  private  practice  of  medicine  by  complete  federalization.  Spe- 
cifically the  Wagner-Murray-Dingell  bill  now  before  Congress,  an 
analysis  of  which  is  published  elsewhere  in  this  Journal,  if  passed,  will 
make  the  Surgeon  General  of  the  United  States  Public  Health  Service 
the  dictator  of  medical  practice  and  of  dentistry,  nursing  and  hospital- 
ization as  well. 

The  above  named  bill  is  a broad,  far  reaching  socialistic  measure 
and  tucked  away  in  what  was  a rather  inconscpicuous  corner,  until 
recent  publicity  brought  it  to  light,  is  the  section  pertaining  to  our 
profession.  It  is  worth  while  to  reiterate  details.  This  Czar,  a political 
appointee,  would  have  authority  to  employ  doctors  at  fixed  salaries  and 
fees,  to  provide  medical  care,  to  determine  arbitrarily  which  hospitals 
or  clinics  could  provide  services,  to  fix  hospital  room  and  ward  rates. 
The  present  one  percent  Social  Security  tax  paid  by  self-employed 
individuals,  such  as  physicians,  would  be  raised  to  seven  percent,  while 
the  one  percent  now  paid  by  employees  and  corporations  would  be 
raised  to  six  percent  for  each  of  these  groups.  Think  of  the  effect  of  a 
ten  percent  tax  increase  on  labor  and  on  capital!  Contemplate  for  a 
moment  the  tremendous  bureaucracy  and  the  enormously  increased 
federal  payroll  resulting!  Of  the  twelve  billion  dollars  raised  annually, 
three  billion  would  be  set  aside  for  use  in  administrating  the  medical 
provisions  of  the  law.  Enough  funds  would  be  at  hand  for  the  govern- 
ment to  take  over  and  operate  all  of  the  medical  schools  of  the  country 
should  those  in  charge  not  approve  of  the  private  administration  of 
these  institutions. 

Here  before  us  we  have  the  beginning  of  complete  regimentation. 
Do  not  think  that  medicine  alone  is  involved.  Medicine  was  chosen 
first  because  it  is  most  vulnerable,  but  law,  engineering,  banking  and 
all  other  walks  of  life  would  most  surely  follow.  The  American  Bar 
Association  has  already,  in  no  uncertain  terms,  condemned  this  attempted 
usurpation. 

We  are  told  that  medicine  constitutes  such  a small  group  that  it 
can  be  politically  disregarded.  Let  us  by  every  means  possible  refute 
such  error.  Let  each  one  of  us  start  his  own  campaign  of  education 
now  to  give  to  our  legislators,  to  our  patients  and  to  our  friends  in  other 
callings,  the  real  facts  of  this  impending  legislation.  Let  us  work  doubly 
hard  to  take  up  the  burden  of  the  fifty  thousand  politically  impotent 
physicians  who  are  in  the  armed  forces,  to  prevent  the  consummation 
of  this  colossal  mistake.  If  we  are  fighting  for  four  freedoms  let  us 
fight  for  one  more,  for  the  simple,  democratic,  American  freedom  to 
practice  medicine. 


Herewith  is  the  first  President’s  Page  ever  written  in  Arizona  Medicine  — 
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Since  1941  this  has  been  the  physicians’ vitamin- 
mineral  formula  of  choice  in  the  West. 

It  still  is! 
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The  word  is  light 


■% 


A milder  cigarette  than 
you’d  ever  imagine. 

Higher  in  smoking  pleasure 
than  you’d  ever  expect. 

On  the  pack,  in  the  smoke— 
Carlton  says  it  all. 
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PARALYSIS  OF  THE  WILL 


Early  last  year  neighbors  in  surrounding  apart- 
ments listened  to  a dying  girl’s  screams  as  she 
was  knifed  to  death  in  a nearby  alley.  They 
raised  their  windows  to  listen  but  offered  no 
help. 

Several  months  later  a woman  stood  on  her 
slowly  sinking  auto  rooftop  after  running  into 
the  Great  Miami  River  in  Dayton,  Ohio.  While 
a dozen  bystanders  watched,  she  drowned. 

Two  months  ago,  the  medical  community  and 
the  nation  figuratively  watched  as  a fine  young 
medical  missionary  was  mercilessly  beaten  to 
death  in  the  Congo. 

Although  our  political  leaders  knew  three  days 
in  advance  that  his  death  was  imminent  they 
failed  to  act.  As  a belated  gesture  they  offered 
assistance  to  others  by  using  American  pilots 
to  fly  in  Belgian  paratroopers  — a sort  of  “let 
George  do  it”  operation  which  they  later  were 
forced  to  defend  in  the  U.N. 


These  are  related  events.  They  represent  dif- 
ferent manifestations  of  paralysis  of  the  will. 
As  citizens  we  are  becoming  unwilling  and 
unable  to  act  as  individuals.  We  are  paralyzed 
with  fear  of  what  our  neighbors  will  think,  what 
our  superiors  will  do,  or  whether  our  government 
subsidies  and  grants  will  be  withdrawn.  As  a 
nation  we  sit  idly  by  while  medical  missionaries 
are  beaten  to  death  by  Congolese  savages. 

The  measure  of  a “Great  Society”  lies  not  in 
how  many  Federal  programs  are  enlisted  in 
behalf  of  the  inept,  but  rather  in  how  many  of 
its  individual  citizens  are  encouraged  by  govern- 
ment to  assume  responsibility  by  themselves,  for 
themselves  and  their  neighbors  without  waiting 
for  authorization  from  Washington.  When  this 
encouragement  is  given  both  the  individual  and 
the  Nation  will  be  cured  of  paralysis  of  the  will. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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In  Diverticulosis  and  Diverticulitis . . . 


brand  of 

psyllium  hydrophilic  mucilloid 


* ‘Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated^  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil.  . . .” 


Usual  Adult  Dosage;  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor); 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 

Research  in  the  Service  of  Medicine 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Long-acting  coronary  vasodilation  plus 
effective  tranquilization  for 
prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris,  especially  where  accompanied  or  intensified  by 
anxiety.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients 
with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage. 
Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced  and  operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects: 
Side  effects  of  ‘Miltrate’  administration  have  been  few,  consisting  of  headache,  nausea,  sleepiness  and  insomnia,  and  dizziness. 
Pentaerythritol  tetranitrate —'W\Q  most  common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flush- 
ing, gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. — Drowsiness  may 
occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous 
dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of 
hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal 
case),  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic  in  such  cases,  and  the  drug  should  not 
be  reinstituted.  Isolated  cases  of  agranulocytosis,  thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia 
have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly.  Fast  EEG  activity 
has  been  reported,  usually  after  excessive  meprobamate  dosage.  Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and  at  bedtime.  Individual- 
ization of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  12  tablets  daily  are  not  recommended.  (Note;  When 
titration  of  the  doses  of  the  individual  components  of  ‘Miltrate’  is  desired,  meprobamate  is  available  as  ‘Miltown’  [meproba- 
mate] tablets  and  ‘Meprospan’  [meprobamate,  sustained  release]  capsules.)  Supplied:  White  tablets,  each  containing  meproba- 
mate 200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  circular. 
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The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit -forming).  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

TTu£clnane.GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

iTui!dliane,GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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SHOULD  THE  PATIENT  KNOW  THE  TRUTH 

BY  DARWIN  W.  NEUBAUER,  M.D. 


Members  of  the  Arizona  State  Nursing  Asso- 
ciation, American  Cancer  Society  and  guests. 
Thank  you  for  asking  me  to  participate  in  your 
discussion  today,  although  I must  admit  this 
topic  presents  many  and  varied  aspects.  I do 
feel  that  it  is  apropos  for  the  doctor  and  nurse 
to  discuss  this  problem,  in  view  of  the  doctor- 
nurse  relationship  having  lost  much  of  its  old 
rigidity  and  since  it  has  acquired  the  character 
of  a partnership  in  the  treatment  of  these  ill 
patients. 

Yours  is  probably  an  ideal  position  to  observe 
and  to  study  the  patient,  to  note  his  broodings 
and  thus  you  can  be  so  very  helpful  in  sharing 
these  observations  with  the  doctor. 

However,  while  I state  that  this  is  an  ideal 
position  for  the  nurse  to  observe  the  patient,  it 
is  also  a most  difficult  role,  for  you  can  be  liter- 
ally chained  to  the  patient’s  bedside  for  eight 
hour  periods,  when  you  are  doing  special  duty. 
This  certainly  does  not  give  the  nurse  a chance 
to  turn  away  from  the  patient  with  a quip  that 
can  be  available  to  the  doctor.  The  nurse,  prob- 
ably more  than  anyone  else,  must  play  it  by  ear, 
she  must  be  intellectually  dextrous,  for  every 
sound,  spirit  and  action  of  hers  must  be  authen- 
tic. If  she  is  attempting  to  conceal  a truth,  a de- 
layed or  contrived  answer  may  suggest  and  bare 
this  truth  readily. 

The  question  “Should  the  patient  know  the 
truth”  centers  around  the  patient.  The  essential 
factor  seems  to  be,  will  it  help  or  hurt  this  par- 
ticular patient  to  know  the  truth  about  his  dis- 
ease. Should  the  patient  know  the  truth  is  a 
question  that  can  be  answered  only  for  each 
patient,  and  no  rule  can  apply,  or  should  apply, 
to  all  cases.  A policy  of  uniformity  can  only 
imply  insensitivity  on  the  part  of  the  nurse  or 
physician.  They  must  know  this  patient. 

Involved  in  this  question  are  moral  and  ethical 
issues,  philosophical  concepts,  religious  beliefs, 
and  legal  considerations,  but  the  prime  question 
must  remain,  the  care  of  this  sick  patient,  and  the 


family  of  this  patient.  The  treatment  of  patients 
or  a patient  cannot  follow  a constant  set  of  rules, 
the  disease  will  change,  the  patient’s  faculties 
will  change,  the  family’s  attitudes  will  change, 
and  what  appear  to  be  truths  will  change  in 
time,  too.  The  doctor  and  the  nurse  must  react 
constantly  to  this  new  and  changing  en- 
vironment. 

There  are  many  factors  that  will  enter  into  the 
patient’s  attitude  toward  this  question.  His  atti- 
tude will  be  determined  by  his  age,  experience, 
philosophy  and  temperament.  Certainly  the  pa- 
tient with  the  greater  spiritual  resources,  and 
who  has  achieved  inner  contentment,  who  has 
come  to  terms  with  life  and  thoughts  of  death, 
may  make  the  better  adjustment  to  illness.  The 
patient,  to  a great  degree,  may  even  indicate  to 
the  physician  whether  withholding  truth  may 
not  sometimes  increase  fear  and  anguish. 

All  disease  has  an  intense  psychological  effect. 
If  it  is  a transient  disease,  this  is  of  little  im- 
portance. But  when  a disease  threatens  the  pa- 
tient’s life,  his  social  or  economic  position,  his 
hopes  and  ambitions,  it  becomes  a matter  of  pro- 
found psychological  importance,  and  this  anxi- 
ety for  one’s  body  disturbs  the  automatic  nervous 
system,  and  may  in  turn  aggravate  the  symptoms 
of  the  primary  disease. 

The  patient’s  conception  of  his  disease  and  its 
course,  whether  erroneous  or  not,  determines  in 
a large  measure,  his  psychological  reaction,  and 
this  modifies  the  symptoms  which  will  result. 
These  fears  must  and  can  be  modified,  by  the 
doctor’s  interest  and  explanations. 

It  is  certainly  preferable  for  the  patient  to 
learn  the  truth  from  the  physician  than  to  have 
him  discover  his  plight  from  another,  and  pos- 
sibly frighted  contact,  who  may  carry  half-truths 
and  innuendoes  that  do  not  apply  in  his  par- 
ticular case. 

I prefer  to  tell  the  patient  the  truth,  but  to 
never  withdraw  all  hope.  The  patient  must  be 
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given  whatever  information  is  needed  to  enable 
him  to  cooperate  intelligently,  but  to  have  hope. 

There  are  few,  and  only  a few  people,  who 
will  continue  to  fight,  and  who  will  continue  to 
be  a part  of  life,  once  they  have  the  knowledge 
that  they  are  lost,  that  they  have  no  hope.  The 
physician  and  nurse  must  not  break  the  patient’s 
will  to  live,  we  must  encourage  him  to  continue 
to  live  bravely,  freely  and  usefully,  to  society 
and  to  himself.  Only  a small  group  of  patients 
may  be  told  the  entire  truth.  Only  a very  few 
possess  that  unusual  strength  which  permits  them 
to  continue  and  be  useful,  and  not  fall  into  de- 
spair and  hopelessness. 

Even  though  desiring  to  tell  the  patient  the 
truth,  tempered  with  hope,  I cannot  disagree 
with  Mark  Twain’s  philosophy  in  the  short  story, 
“Was  It  Heaven  or  Hell.”  In  it  he  tells  of  two 
women  who  felt  very  strongly  about  the  evils  of 
lying.  Their  doctor  asks  them  whether  they 
would  lie  to  shield  a person  from  undeserved 
injury  or  shame,  and  their  answer  is  “No.” 

“Not  even  a friend?” 

“No.” 

“Not  even  your  dearest  friend?” 

“No.” 

“Not  even  to  save  him  from  bitter  pain  and 
misery  and  grief?” 

“No.” 

“Not  even  to  save  his  life?  Nor  his  soul?” 

“No.” 

“I  ask  you  both,  why?” 

“Because  to  tell  such  a lie  or  any  lie  is  a sin, 
and  would  cost  us  the  loss  of  our  own  souls,  and 
would  indeed  if  we  died  without  time  to  repent.” 
The  doctor’s  final  response  is  “Is  such  a soul 
as  that  worth  saving?  Drop  this  mean,  sordid 
and  selfish  devotion  to  the  saving  of  your  shabby 
little  souls  and  hunt  up  something  to  do  that’s 
got  some  dignity  in  it.  Risk  your  souls,  risk  them 
in  good  causes,  then,  if  you  lose  them,  why 
should  you  care?  Reform!” 

I can  see  that  all  of  you  cannot  agree  with 
this  philosophy.  And  the  divergence  of  opinion 
is  well  exemplified  by  the  Catholic  Church  and 
the  Jewish  law. 

The  code  of  a Catholic  hospital  is  that  every- 
one has  a right  and  duty  to  prepare  for  the  sol- 
emn moment  of  death.  Unless  it  is  clear,  there- 
fore, that  the  dying  patient  is  well  prepared  for 
death,  as  regards  both  temperal  and  spiritual  af- 
fairs, it  is  the  physicians’  duty  to  inform,  or  to 


have  some  responsible  person  inform  him  of  his 
critical  condition.  The  code  places  the  responsi- 
bility of  appraising  the  patient  of  his  serious  ill- 
nes  on  the  physician,  though  he  may  delegate 
this  to  a member  of  the  family  or  close  friend, 
business  associate,  hospital  chaplain,  nursing 
sister,  nurse,  if  he  believes  that  one  of  these 
could  impart  the  news  with  less  emotional 
impact. 

It  is  necessary  for  the  Catholic  patient,  in  his 
preparation  for  death,  to  receive  the  last  sacra- 
ments of  his  church.  The  sacraments  should  be 
received  while  the  patient  is  conscious  and 
aware,  consequently,  the  patient  who  is  ap- 
proaching death  must  be  advised  of  his  critical 
situation. 

Catholic  moralists  are  not  so  clear,  however, 
whether  the  cancer  patient  should  be  told  the 
truth.  They  do  not  feel  that  one  answer  is  ap- 
plicable to  all  cases.  They  agree  that  the  answer 
must  depend  upon  the  circumstances,  upon  the 
psychological,  legal,  moral,  medical,  financial 
factors,  and  perhaps  other  criteria  to  best  guide 
the  patient’s  welfare. 

In  contrast,  the  holy  law  of  Jewish  tradition, 
the  Torah,  states  that  even  when  the  physician 
sees  that  death  is  approaching,  the  doctor  still 
says  to  the  patient,  “Eat  this  and  abstain  from 
that;  drink  this,  and  not  that;”  but  he  does  not 
say  “Your  end  is  near,”  and  he  rebukes  the 
prophet  Isaiah  for  telling  the  patient  bluntly,  “Set 
thy  house  in  order,  for  thou  shalt  die  and  not 
live.” 

They  try  to  ease  the  mind  of  the  patient,  en- 
courage him  to  look  forward  to  being  cured, 
even  if  you  yourself,  as  the  nurse  or  doctor,  are 
not  convinced  of  it,  “for  this  will  strengthen  the 
patient’s  nature.” 

According  to  Jewish  tradition,  as  far  as  pos- 
sible, the  information  of  the  fatal  nature  of  the 
illness  is  not  given  unless  or  until  it  is  necessary 
to  do  so.  Further  they  state  that  a religious 
precept  can  be  transgressed,  for  the  sake  of  the 
patient’s  welfare. 

They  quote.  “God  himself  not  to  cause  ill  will 
to  arise  between  Abraham  and  Sarah,  he  deliber- 
ately did  not  reproduce  with  accuracy  one  of  the 
utterances  of  Sarah.”  According  to  Jewish  schol- 
ars, these  precedents  justify  the  physician  or 
member  of  the  family  in  softening  the  truth 
when  speaking  to  the  patient  regarding  the  pos- 
sible or  probable  consequences  of  his  malady. 
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Among  protestant  clergy,  there  is  no  such 
well-defined  course.  There  is  no  question  that 
Christian  tradition  shows  that  man  has  the  right 
to  truth,  and  his  right  to  the  truth  is  part  of  his 
dignity  as  a human  being.  However,  numerous 
protestant  ministers  have  found  that  many  peo- 
ple, consulted  beforehand,  have  asked  to  be  de- 
ceived. Many  patients  lack  the  spiritual  re- 
sourees  necessary  to  faee  the  faet  of  impending 
death  with  confidence,  faith  and  hope.  There- 
fore, they  encourage  the  doctor  to  decide  who 
should  receive  the  truth;  to  try  to  make  a judg- 
ment upon  the  psychological  and  spiritual  condi- 
tion of  the  patient  with  whom  he  is  working.  To 
remember  the  words  of  Jesus  “I  have  yet  many 
things  to  tell  you,  but  you  cannot  bear  them 
now.” 

The  law  does  not  state  that  a doctor  must  tell 
his  patient  anything  about  imminent  death,  yet 
it  does  not  forbid  him  to  do  so.  The  lawyer  feels 
the  doctor  must  follow  his  conscience.  However, 
they  remind  the  physician  that  he  cannot  ignore 
certain  materialistie  considerations,  as  the  physi- 
cian knowing  that  the  patient  did  not  write  a 
will.  Then  the  law  believes  it  is  better  to  tell  the 
patient  that  his  days  are  numbered,  and  that  he 
had  better  consult  a lawyer. 

Or  the  patient  may  think  of  starting  a new 
enterprise,  which  requires  a large  amount  of 
financial  resources,  which  would  rest  primarily 
on  the  patient’s  personal  abilities  and  connec- 
tions, he  then  too,  had  best  be  advised  as  to  his 
true  status. 

While  there  exists  no  statutory  law  which 
offers  a solution  to  what  the  patient  should  be 
told,  speeial  circumstances  may  oblige  the  phy- 
sician or  lawyer  to  inform  the  patient  of  the 
facts.  The  physician,  for  instance,  is  bound  to 
notify  the  Board  of  Health  of  certain  contagious 
diseases.  In  the  eyes  of  the  law,  as  long  as  the 
condition  of  the  patient  is  such  that  the  physi- 
cian can  cure  him,  the  physician  is  obliged  to  do 
all  that  is  possible  to  improve  and  restore  the 
patient’s  health.  When  a patient’s  life  is  in 
danger  by  a disease  that  is  progressive  unless 
brought  under  control,  and  the  doctor  believes 
that  to  tell  the  patient  the  truth  might  deprive 
him  of  the  spiritual  energy  necessary  for  recov- 
ery, the  physician  is  then  obliged  to  not  inform 
the  patient  of  the  nature  of  the  disease. 

There  has  been  no  legal  decision,  and  there 
has  been  no  legislation  that  attempts  to  invade 


the  field  of  the  doctor’s  prerogative  to  lay  down 
a definite  rule  of  what  is  applicable  to  the 
situation  of  when  the  patient  is  fatally  ill,  and 
should  he  be  told  the  prognosis  of  his  condition. 

No  case  is  known  in  which  a physician  has 
been  sued  for  failing  to  tell  a seriously  ill  patient 
the  truth  about  his  disease.  Financial  obligations 
arising  from  the  lack  of  such  orientation  have 
never  been  the  basis  of  legal  proceedings  against 
the  physician.  Similarly,  I do  not  know  of  any 
case  in  which  a jDhysician  has  been  sued  because 
he  told  the  patient  the  truth,  with  the  result 
that  the  patient  attempted  or  eommited  suicide. 

There  have  been  legal  actions  brought  be- 
cause no  member  of  the  family  was  told  that 
the  doctor  thought  the  patient  had  caneer.  There 
have  been  lawsuits  against  doetors  who  thought 
they  had  removed  a cancer,  but  did  not  tell  the 
family  that  it  \vas  a cancer,  so  the  family  eould 
thereafter  be  on  the  alert  as  to  what  the  patient 
should  be  prepared  for.  This  situation  would 
seem  to  make  it  necessary  that  a member  of  the 
family  be  told  the  truth  whenever  the  operation 
discloses  cancer.  It  might  also  create  the  neces- 
sity for  alerting  a i^atient  without  a family,  to 
keep  in  touch  with  the  doetor  because  the 
patient’s  condition  may  recur,  and  even  lead  to 
death,  if  it  is  not  properly  watched. 

If  the  philosophy  of  life  of  the  patient  places 
the  family  or  community  above  himself.  In  this 
circumstance,  if  the  patient  knew  the  truth,  he 
might  dispose  of  his  reserves  or  fortune  in  favor 
of  a charitable  institution,  or  a research  project. 
The  interest  of  the  public  then  would  morally 
oblige  the  physician  to  tell. 

Or,  if  the  patient  desires  to  secure  the  eduea- 
tion  of  a nephew.  This  situation  would  seem 
to  justify  to  the  patient  himself,  if  informed  of 
the  truth,  that  carrying  out  his  desire  is  more 
important  than  the  peaee  of  mind  he  might  attain 
by  not  knowing  the  truth. 

In  these  two  cases,  the  patient’s  own  interest 
would  coincide  with  that  of  the  public  or  other 
private  persons;  and  the  physieian  is  legally 
obliged  to  tell  his  patient  the  truth,  if  this  is 
necessary  to  secure  the  materialization  of  a pre- 
dominant interest  of  another  person,  whether 
it  be  public  or  private.  This  concept  of  the  dom- 
inant public  or  other  private  interests  is  e\en 
established  in  old  Roman  Law. 

The  law  of  nature  is  that  e\  eryone  is  so  con- 
stituted as  to  be  the  administrator  of  his  own 
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life  and  health.  Consequently,  it  would  stipulate 
that  the  patient  not  only  know  the  truth  of  his 
diagnosis  and  prognosis,  but  must  receive  ample 
warning  as  to  the  dangers  of  the  proposed  treat- 
ment. If  the  means  taken  for  a cure  involve 
serious  hazard  to  the  life  of  that  patient,  as  in 
heart  or  cancer  surgery,  the  patient  should  know 
the  risk  involved,  for  he  is  not  required  to  accept 
an  extraordinary  means  to  preserve  his  life. 

The  code  of  the  Catholic  Church,  Jewish  Law, 
Protestant  belief,  Roman  and  English  law,  the 
law  of  Nature,  all  have  some  advice,  but  extend- 
ing beyond  these  statements  are  numerous  and 
variable  factors.  And  these  factors  interdigitate 
and  vary  in  importance  under  varying  circum- 
stances. 

I can  present  some  of  these  various  factors  to 
you,  but  they  cannot  be  developed  as  a problem 
in  geometry,  and  so  lead  to  a logical  conclusion 
that  covers  all  cases. 

We  may  survey  the  various  factors  involved, 
and  while  they  may  seem  disoriented,  in  each 
specific  case,  they  must  be  correlated  with  a 
proper  value  for  each  patient  and  each  disease. 
In  so  doing,  we  must  strive  always  to  be  of  the 
greatest  help  to  that  patient  and  his  family. 

We  must  act  at  all  times  so  as  to  modify  the 
patient’s  attitude  to  his  advantage,  and  nothing 
is  more  effective  in  arousing  this  in  the  patient 
than  the  belief  that  the  doctor  is  wholeheartedly 
and  exclusively  concerned  with  his  welfare,  and 
is  dealing  honestly  with  him. 

Honesty,  and  sincerity  are  traits  that  we  ap- 
preciate in  our  transactions  with  fellow  men, 
and  take  for  granted  in  our  dealings  with  close 
associates.  Therefore,  a deception  is  a violation 
of  this  sincerity  and  trust,  that  the  patient  may 
rightfully  expect  of  his  physician.  If  deception 
is  detected,  and  it  is  not  difficult  to  detect  coun- 
terfeit behavior,  the  patient  will  no  longer  trust 
his  physician. 

The  patient  expects  the  physician  to  be  under- 
standing and  responsive  to  his  needs.  He  expects 
trust  and  confidence,  and  this  must  be  mutual. 

There  are  certainly  times  when  we  concur  that 
the  truth  must  be  told.  For  example,  a patient 
who  has  a known  malignant  disease,  has  a good 
chance  of  a cure,  is  not  fully  aware  of  the  danger 
of  the  disease,  and  refuses  proper  treatment.  In 
this  patient,  every  effort  must  be  made  to  per- 
suade him  to  consider  the  proper  course  to 
follow,  whether  it  be  medical  or  surgical.  He 


must  be  told  in  terms  that  he  can  understand, 
that,  for  example,  while  surgery  cannot  insure 
success,  it  offers  the  opportunity  for  recovery 
that  we  know  exists. 

Or,  concealing  the  truth  from  the  patient  with 
Multiple  Sclerosis  may  only  nourish  anxiety  with 
increasing  doubt.  And  it  is  likely  to  interfere 
with  the  capacity  of  that  patient  to  make  an 
adjustment  to  the  reality  of  his  situation. 

The  decision  of  what  should  be  told  must 
derive  from  the  doctor’s  knowledge  of  the  disease 
and  the  patient,  in  conjunction  with  the  nurse. 
It  is  obvious  that  the  deeision  must  be  made 
on  medieal  grounds,  not  on  what  might  be  more 
financially  rewarding  or  the  lesser  burden  to 
either  the  doctor’s  or  nurse’s  conscience. 

While  it  is  within  the  doctor’s  discretion  to 
decide  what  the  patient  should  be  told,  a real 
problem  that  may  arise,  is  that  the  doctor  or 
nurse  may  be  inclined  to  transfer  his  or  her 
feeling  and  personality  to  his  thoughts  and 
wishes.  This  must  be  avoided. 

It  is  essential  that  there  be  no  confusion  of 
identities,  that  the  medical  team  be  aware  of 
their  own  philosophic  and  religious  outlook,  and 
that  the  doetor’s  philosophy  or  religion  cannot 
be  offered  to  the  patient.  We  must  follow  the 
patient’s  lead,  participate  with  the  patient  and 
respond,  but  not  interpret. 

The  medieal  team  cannot  avoid  talking  to  the 
patient  of  his  problem.  They  cannot  allow  a 
barrier  of  aloneness  to  be  established  by  the 
patient,  and  they  certainly  should  not  turn  away 
with  a light  joke  or  evasive  reassurance. 

Frequently  the  patient  knows  the  full  diag- 
nosis, as  well  as  the  nurse  and  doctor,  so  do  not 
put  the  patient  in  the  position  that  you  are 
making  desperate  attempts  to  eseape,  that  you 
have  an  anxiety  and  that  he  must  take  pity  on 
the  medical  team.  This  patient  may  desire  to 
share  his  experience  with  the  nurse  and  doctor. 

Therefore,  we  come  back  to  the  decision  that 
if  knowledge  of  the  truth  will  improve  the  pa- 
tient’s prospects  of  recovery,  the  answer  of  his 
knowing  that  truth  is  YES.  If  the  knowledge  of 
the  truth  will  diminish  the  prospects  of  recovery, 
the  answer  is  NO.  However,  this  truth  that  we 
can  hide  or  give,  is  conditioned  by  the  limits 
of  our  knowledge  and  our  ability,  and  it  may 
change  with  increasing  knowledge  of  medical 
science,  and  also  with  unexpected  turns  in  the 
natural  course  of  diseases.  All  the  truthfulness  of 
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a physician  or  a nurse  does  not  empower  them 
to  pronounce  ultimate,  inescapable  sentences. 

The  answer  is  not  simple.  In  the  patient  with 
disseminated  cancer,  the  patient  and  the  family 
must  be  told  of  the  situation,  but  they  should 
also  be  advised  of  the  availability  and  potential 
usefulness  of  the  newer  chemo-therapeutic 
agents.  They  must  be  given  hope;  they  cannot 
be  abandoned.  For  while  these  drugs  may  not 
cure,  they  will  give  suppressive  treatment  over 
a long  period,  and  in  many  cases,  give  the  patient 
an  extended  and  useful  life.  They  must  be  told, 
but  be  given  hope. 

If  no  treatment,  no  hope  is  presented  to  them, 
they  will  turn  to  the  alluring  promises  of  the 
quack,  or  the  promises  of  the  dishonest  cancer 
therapist. 

In  spite  of  our  many  laboratory  tests,  medicine 
is  not  an  exaet  science.  Any  decision,  particularly 
in  regard  to  prognosis,  is  never  in  the  realm  of 
being  100%  correct. 

In  1952  I operated  upon  a dentist’s  wife  who 
had  been  sent  to  Tucson  from  San  Francisco, 
with  a hemoglobin  of  3.2  grams,  as  a result  of 
extensive  GI  bleeding.  She  had  had  an  explora- 
tory laparotomy  in  San  Francisco,  and  was  pro- 
nounced incurable.  The  patient  and  her  husband 
requested  that  everything  possible  be  done.  We 
did  definitive  surgery  upon  her  at  St.  Mary’s  in 
November  of  that  year,  and  followed  the  surgery 
with  deep  X-ray  therapy.  Initially  I had  told 
the  husband  that  if  we  only  did  a colostomy  at 
Thanksgiving  time,  that  the  wife  could  probably 
be  with  the  family  for  the  Christmas  holidays. 
In  1962  this  patient  called  from  California,  stat- 
ing that  her  husband  had  just  died  of  a heart 
attack,  and  that  his  last  words  were  that  he 
wanted  her  to  advise  me  that  she  was  still  active 
and  well.  How  wrong  can  we  be  in  prognosis? 

Not  only  can  a doctor  be  extremely  wrong  in 
his  prognosis,  he  will  err  in  his  decision  in  what 
he  will  tell  the  patient,  or  he  can  be  wrong  in 
evaluating  his  patient. 

There  are  circumstanees,  there  are  people, 
there  are  times,  that  make  any  fixed  rules  of 
conduct,  moral  ethical,  or  religious,  of  debatable 
quality.  We  are  there  to  save  the  patient  first. 
Patients  will  demand  explanations,  and  they  are 
entitled  to  them.  They  will  often  provide  broad 
hints  that  they  want  to  know,  or  they  do  not 
want  to  know.  Those  that  show  that  they  de- 
sire to  know,  once  they  are  told,  can  possibly 
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cope  and  can  fight  for  their  life  against  this 
identified  foe,  they  are  improved. 

We  are  obviously  on  the  safest  ground  to  take 
our  clues  from  the  patient  himself,  but  do  not 
anticipate  that  many  patients  will  ask  such  a di- 
rect question  as,  “Do  I have  an  incurable  disease, 
or  am  I going  to  die?”  They  will  show  their  de- 
sire for  information  or  lack  of  it  very  subtly. 

Alany  patients  do  not  want  to  face  the  truth, 
and  will  show  this  by  their  behavior,  through 
interest  in  drugs  and  treatments,  through  plans 
and  preoccupations  that  they  don’t  want  to  be 
told,  though  the  knowledge  of  their  exact  con- 
dition may  be  very  close  to  the  surface  of  their 
own  consciousness.  To  force  knowledge  on  a 
person  of  this  type,  that  is  not  demanded,  would 
be  unkind. 

The  patient  can  deceive  also.  It  is  pitiful  to 
see  the  patient  who  thinks  he  wants  to  know  the 
truth,  and  in  reality,  does  not  want  to  know  it. 
They  may  be  just  the  ones  who  would  go  for 
years  wondering  whether  they  would  have  a re- 
currence if  they  were  told  the  truth. 

As  has  been  said,  “Speaking  the  truth  in  love 
may  mean,  at  times,  keeping  silent.” 

Others,  as  Doctor  Zinser,  you  know,  in  his 
autobiography,  speaking  of  himself  as  R.S., 
showed  that  the  prospect  of  death  seemed  to 
give  to  life  a new  meaning  and  freshness.  “It 
seemed,”  he  said,  “from  that  moment  of  the 
knowledge  of  his  impending  death,  as  though 
all  that  his  heart  felt  and  his  senses  perceived 
were  taking  in  deep  autumnal  tones  and  in- 
creased vividness.”  From  then  on,  instead  of 
being  saddened,  he  found,  to  his  own  delight 
and  astonishment,  that  his  sensitiveness  to  the 
simplest  experience,  even  to  things,  that  in  other 
years  he  might  hardly  have  noticed,  was  in- 
finitely enhanced.  As  his  disease  caught  up 
with  him,  R.  S.  felt  increasingly  grateful  for  the 
fact  that  death  was  coming  to  him  with  due 
warning  and  gradually.  Always  he  had  thought 
that  rapid  and  unexpected  extinction  would  be 
the  most  merciful,  but  now  he  was  thankful  that 
he  had  time  to  compose  his  spirit  and  to  spend 
his  last  year  in  an  affectionate  and  merry  associa- 
tion with  those  dear  to  him.  Doctor  Zinser 
praised  his  physician  as  being  helpful  because  he 
refrained  from  being  sympathetic.  This  same 
thought  is  expressed  by  Franz  Rosenzweig.  He 
believed  that  the  parson  and  the  doctor  should 
not  take  a sentimental  view  of  death;  that  they 
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should  be  companions  of  the  dying,  and  not  mere 
bystanders. 

While  taking  the  clue  from  the  patient,  most 
doctors  will  agree,  that  probably  the  easiest  way 
is  to  tell  the  truth  and  the  whole  truth.  I can 
concur  with  this  only  if  we  always  hold  out  hope. 

In  the  whole  truth,  we  do  not  mean  brutal 
truth.  This  is  intemperate.  Secondly,  it  is  foolish 
to  share  clinical  detail  of  every  fact  and  finding 
if  it  is  not  desired  by  the  patient.  The  descrip- 
tion of  untold  number  of  functional  murmurs  of 
the  heart  or  certain  rotentgenographic  curiosi- 
ties, or  mild  deviations  of  the  basic  metabolic 
rate,  or  questionable  enlargement  of  the  ovaries 
or  debatable  malposition  of  the  uterus.  These 
are  insignificant  findings,  of  no  help  to  the  pa- 
tient if  they  are  transferred  to  him. 

Of  the  physicians  and  surgeons  who  state  that 
the  patient  should  always  know  the  entire  truth, 
and  that  they  always  tell  it.  Do  they?  They 
may  tell  the  patient  that  she  has  cancer  of  the 
breast,  but  really  what  the  patient  wants  to  know 
is  will  she  live.  They  will  not  give  her  percent- 
ages of  survival  if  she  has  regional  metastasis, 
or  distal  metastasis;  or,  in  the  man  who  has 
vascular  disease,  as  obliterative  arterio-sclerotic 
disease  which  necessitates  the  amputation  of  one 
leg.  It  is  hardly  likely  that  the  doctor  will  point 
out  to  this  man  that  this  a general  disease,  and 
that  he  is  likely  to  lose  the  other  leg  in  a year  or 
two.  Consequently,  what  is  the  truth  and  the 
whole  truth?  Do  we  ever  tell  it? 

Some  believe  that  the  patient  may  require 
time  for  acceptance  of  the  truth,  that  the  woman 
who  has  breast  cancer  need  not  be  told,  that 
since  the  breast  was  removed,  and  it  was  a can- 
cer, that  she  can  be  advised  that  it  was  a lesion 
that  leads  to  cancer,  and  therefore  this  mutilat- 
ing operation  was  done.  I cannot  concur.  It  is 
further  inferred  that,  in  the  patient  who  must 
have  a permanent  colostomy,  that  the  patient  be 
told  that  in  probably  six  months  it  will  be  re- 
joined, and  then  that  this  date  of  rejoining  be 
delayed  and  delayed.  This  is  deception  and  will 
lead  to  the  patient’s  losing  confidence  in  the 
doctor. 

The  patient  must  remain  confident  in  the 


knowledge  that  the  physician  is  on  his  side  at 
all  times  in  the  battle  against  death.  The  pa- 
tient’s fear  of  incapacity  is  greatest,  it  is  probably 
the  most  important  source  of  his  anxiety.  Their 
prime  fear  is  not  of  death,  but  of  prolonged  dis- 
ability with  pain.  Fear  of  discomfort  and  pain 
will  aggravate  the  illness  and  cause  needless 
symptoms.  We  can  help  these  patients  by  sup- 
porting them  and  promising  relief  from  pain  and 
suffering.  The  patient  wants  to  be  relieved  of 
his  difficulties,  imposed  upon  him  by  his  disease, 
he  is  not  thinking  that  the  pain,  the  cough,  sleep- 
lessness, breathlessness,  may  be  signs  of  inevit- 
able death,  and  certainly  to  inform  him  that 
these  are  forerunners  of  death  will  be  of  no  com- 
fort to  him,  but  can  only  add  to  his  suffering. 

It  must  be  noted  that  while  a patient  con- 
sciously desires  to  hear  a favorable  report,  un- 
consciously he  intends  to  take  a pessimistic  view, 
and  patients,  though  outwardly  calm,  are  in- 
wardly afraid  and  disturbed,  and  they  often  fail 
to  understand  what  the  doctor  or  nurse  may 
express  simply  and  clearly.  At  times,  this  anxi- 
ety and  agitation  may  be  so  great  that  they  have 
no  idea  at  all  as  to  what  has  been  said.  Later 
they  will  project  their  own  fears  into  the  doctor’s 
or  nurse’s  mouth,  and  contribute  to  them  the  pa- 
tient’s ideas  as  to  the  seriousness  of  the  disease. 
This  can  happen,  even  with  intelligent  patients, 
who  then  need  to  be  told  again  and  again  about 
their  symptoms  and  their  illness. 

Thus,  it  appears  that  the  best  thing  is  to  tell 
the  truth,  but  retain  hope.  At  times  it  is  desir- 
able to  tell  the  prognosis,  gradually,  or  delay  it 
until  the  patient  senses  the  situation,  and  indi- 
cates himself  whether  or  not  he  wishes  to  be  told, 
then  tell  it  in  such  a way,  and  use  such  words, 
that  do  not  have  a dreadful  emotional  signific- 
ance to  lay  people. 

It  is  necessary,  then,  for  the  physician  to  treat 
the  patient  psychologically,  to  assess  the  symp- 
toms correctly,  to  take  into  consideration  his 
constitutional  characteristics,  and  his  reaction 
patterns.  The  challenge  of  illness  brings  out  the 
best  and  worst  traits  of  the  human  character,  but 
almost  all  patients  can  be  helped  by  the  medical 
team  who  understands  them,  feels  for  them, 
tends  to  them,  tries  to  help  them,  is  honest  with 
them,  does  not  desert  them,  but  gives  them  hope 
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THE  BUILDING  PROGRAM 

MASTER.PLANNING  THE  SITE 


The  decision  having  been  made  that  the 
College  of  Medicine  wonld  be  located  at  “Polo 
Village,”  the  next  step  was  to  get  into  the 
specifics  of  a building  program.  This  has  proven 
to  be  quite  a job.  The  site  known  as  “Polo 
Village”  is  about  thirty  acres  in  size,  is  one  block 
west  of  a major,  north-south  avenue  (Campbell) 
and  two  blocks  north  of  a major,  east-west  ave- 
nue (Speedway).  This  means  that  we  have  good 
access  to  traffic  routes,  although  it  also  means 
that  a major  thoroughfare  will  run  between  the 
main  campus  of  the  University  and  the  medical 
school.  No  doubt  this  will  create  several  prob- 
lems at  some  point  in  the  future,  and  persons 
then  involved  in  their  solution  will  wonder  how 
we  could  have  been  so  stupid  back  in  1965! 

The  south-western  border  of  the  site  is  fairly 
well  bracketed  by  “fraternity  row.”  Here  also 
is  a problem.  It  is  unlikely  that  the  resident  mem- 
bers of  the  fraternity  houses  involved  will  be 
overjoyed  at  the  prospect  of  having  a medical 
center  as  their  close  neighbor.  Similarly,  the 
College  of  Medicine  will  find  that  it  will  have 
dfficulties  of  its  own  when  it  is  “squeezed” 
between  fraternity  row  and  Campbell  Avenue. 
We  haven’t  solved  this  part  of  the  problem  yet. 
The  ground  of  the  site  has  a slope  which  we 
have  found  to  be  quite  a bit  more  impressive 
when  it  is  measured  by  an  instrument  than 
judged  with  the  naked  eye.  In  fact,  it  is  suf- 
ficient in  degree  that  we  will  be  able  to  allow 
for  entrance  to,  and  exit  from,  the  buildings  at 
more  than  one  level,  which  is  a very  fortunate 
situation. 

The  first  real  question  we  felt  obligated  to 
resolve  was  how  to  master-plan  the  area.  This  is 
a kind  of  “fun”  question  since  it  presents  an 
opportunity  to  think  about  all  sorts  of  things 
that  most  of  us,  as  doctors,  do  not  become 


involved  with.  For  example,  should  the  air- 
conditioning  and  heating  equipment,  generators 
and  power  sources  be  contained  off  the  site  or 
on  the  site?  If  on  the  site,  should  these  power 
sources  be  outside  the  medical  buildings,  or 
inside;  and,  if  inside,  should  they  be  in  the  basic 
or  clinical  wings  of  the  building?  The  answer 
requires  knowledge  about  vibration  and  noise, 
electrical  interference,  cost  of  digging  tunnels, 
the  cost  of  moving  power  to  a distant  point 
through  pipes,  heat  loss  from  pipes,  and  so  forth. 
Even  with  the  help  of  experts,  and  there  are 
many  in  the  field,  we  approach  decisions  of  this 
kind  with  temerity  since,  once  the  decision  has 
been  made,  we  have  to  live  with  it  for  an 
awfully  long  time.  Incidentally,  a decision  like 
this  one  wasn’t  made  any  easier  when  we  learned 
that  the  formula  for  matching  our  locally-raised 
money  changed  according  to  where  the  power 
plant  was  to  be  located. 

In  setting  up  the  plan  for  the  area,  we  felt 
that  three  principles  should  be  adhered  to.  First, 
student-oriented  activities  should  be  located 
toward  the  main  campus;  second,  clinical  activi- 
ties should  be  oriented  toward  a traffic  artery, 
and  away  from  the  main  campus  if  possible;  and 
third,  appropriate  allowance  should  be  made  for 
orderly  growth  of  the  school  over  the  future 
years.  We  have  tried  to  incorporate  these  prin- 
ciples in  our  master  plan  for  the  area  by  locating 
the  basic  medical  science  building  in  the  south- 
ern-most extremity  of  the  site  (toward  the  Uni- 
versity), with  clinical  activities  toward  the  north, 
paralleling  Campbell  Avenue.  Incidentally,  the 
power  plant  will  be  separate  and  on  the  west  side 
of  the  medical  center  buildings. 
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NE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can’t  get  av/ay,  relieve  sneezing^  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 


ORNADE®T,.d.„,t  SPANSULE® 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
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FRANK  J.  STUMP,  M.D. 

1899-1964 

Frank  J.  Stump  was  born  in  Falls  City,  Ne- 
braska on  September  2,  1899.  The  family  moved 
to  Mountain  View,  California  where  he  worked 
at  the  plumbing  trade.  While  working  in  the 
plumbing  trade  he  returned  to  complete  his  edu- 


cation and  in  fact  was  graduated  from  high 
school  in  the  same  year  that  his  only  daughter 
graduated  from  high  school.  Fie  then  attended 
Stanford  University  in  Palo  Alto,  California  and 
La  Sierra  College  at  Riverside  before  being 
graduated  from  the  College  of  Medical  Evange- 
lists (now  called  Loma  Linda  Univercity)  in 
1950.  He  was  at  the  time  50  years  of  age.  He 
first  entered  the  practice  of  medicine  in  Phoenix, 
being  located  at  the  time  with  his  cousin,  Robert 
M.  Stump,  M.D.,  at  3301  West  Van  Buren.  After 
several  years  of  practice  together.  Dr.  Frank 
decided  to  go  it  on  his  own  and  his  first  office  in 
solo  practice  was  located  at  North  Seventh  Ave. 
From  this  location  he  moved  to  Tempe,  and  then 
to  Sedona;  he  had  been  located  in  Sedona  a little 
over  one  year  when  the  tragic  automobile  acci- 
dent claimed  his  life  on  January  2,  1965,  and 
seriously  injured  his  wife  Eileen. 

Surviving  are  his  wife  Eileen;  two  sons,  Frank 
Jr.  of  Flagstaff  and  James  of  Pueblo,  Colorado;  a 
daughter,  Mrs.  Richard  Figuhr  of  Scottsdale,  and 
four  grandchildren. 


ROBERT  HARVEY  SNAPP 
1916-1965 

The  untimely  death  of  Dr.  Robert  Snapp  was 
a great  shock  and  brought  deep  sorrow  to  his 
many  friends  and  family.  His  death  occurred 
very  suddenly  while  undergoing  treatment  for 
an  abdominal  aneurysm. 

Dr.  Snapp  had  practiced  dermatology  in  Phoe- 
nix since  1949,  earning  the  respect  and  admira- 
tion of  his  medical  colleagues,  not  only  in 
Phoenix  but  throughout  the  West. 


Bob  was  born  in  Finley,  Illinois  but  moved 
West  with  his  family  and  attended  the  Univer- 
sity of  New  Mexico,  where  he  graduated  in  1938. 
He  attended  medical  school  at  the  University  of 
Chicago  until  1943.  After  one  year  internship  at 
the  Los  Angeles  County  Hospital  he  went  into 
the  service  where  he  spent  two  years,  most  of 
which  was  spent  in  Europe  as  a captain  in  the 
Medical  Corp. 

On  his  return  from  the  service.  Bob  continued 
his  specialty  training  in  dermatology,  this  at  the 
University  of  Chicago,  following  which  he  en- 
tered private  practice  in  Phoenix  in  1949. 

Bob  had  been  an  active  member  of  several 
professional  societies,  including  the  Pacific 
Dermatological  Association  and  the  Southwest 
Dermatological  Association.  He  was  a member 
of  the  Phoenix  Rotary  Club  and  was  a charter 
member  of  the  Gold  Headed  Cane. 

Bob’s  hobbies  included  music  and  the  raising 
of  flowers. 

He  was  an  accomplished  pianist  and  will  ever 
be  remembered  by  his  friends  for  his  interest 
and  work  with  the  church  choir. 

Our  deepest  sympathies  go  to  his  sur\a3iug 
family— his  wife,  Mary,  and  children,  Allan  17 
and  L,ouise  13. 
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Fewer  bacterial  resistance  problems 
when  you  treat  infections 


PENBRITIN^ 

Brand  of  Ampicillin 

kills  bacteria... does  not  just  suppress  them! 


With  PENBRITIN  (ampicillin)  the 
emergence  of  resistant  strains  of  organ- 
isms is  sloiv  rather  than  rapid  as  with 
other  antibiotics.’  - Tetracycline-resist- 
ant hemolytic  streptococci  and  pneumo- 
cocci have  been  reported’’  ’'’  — but  this  has 
not  been  a problem  with  PENBRITIN 
(ampicillin).  According  to  an  editorial 
in  Lancet,-  PENBRITIN  (ampicillin) 
could  be  particularly  valuable  in  killmg 
coliforms  and  Proteus,  which  may  other- 
wise quickly  become  resistant  during 
treatment.  Recently,  several  Shigella 
strains,  resistant  to  tetracycline,  chlor- 
amphenicol, and  other  antibiotics,  were 
found  to  be  susceptible  to  ampicillin.'^ 

Dosage:  Adults  — 250  mg.  every  six  hours  in 
respiratory  infections ; 500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infec- 
tions (higher  doses  may  be  needed  in  severe 
infections).  Children —(  under  13  years, 
whose  weight  will  not  result  in  a dosage 
higher  than  that  recommended  for  adults) 
100  mg./Kg./day  in  divided  doses  every  six 
or  eight  hours;  200  mg./Kg./day  in  divided 
doses  every  six  hours  for  severe  infections. 


Cojitraindications:  (1)  Hypersensitivity  to 
penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillin- 
ase-producing organisms.  Aerobacter  aero- 
genes,  Pseudomonas  pyocyanea,  and  Proteus 
morganii  are  resistant  to  PENBRITIN  (am- 
picillin ) . 

Side  Effects : Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastro- 
intestinal superinfection.  To  date,  safety  for 
use  in  pregnancy  has  not  been  established. 
Supplied:  No.  606  — Each  capsule  contains 
250  mg.  of  ampicillin.  Bottles  of  16  and  100. 
Refo’cnccs:  1.  Rolinson,  G.  N.,  and  Stevens,  S.: 
Brit.  M.  J.  O':  191  (July  22)  1961.  2.  Editorial. 
Lancet  b:723  (Oct.  5)  1963.  3.  Parker,  M.  T.,  et 
al.:  Brit.  M.  J.  1:1550,  1962.  4.  Evans,  W,  and 
Hansman,  D.:  Lancet  1:451  (Feb.  23)  1963. 
5.  Richards,  J.  D.  M.,  and  Rycroft,  J.  A.:  Lancet 
1:553  (March  9)  1963.6.  Schaedler,  R.  W,  et  al. ; 
New  England  J.  Med.  270:121  (Jan.  16)  1964. 
7.  Howard,  R,  and  Riley,  H.  D.,  Jr.:  Abstracts, 
Fourth  Interscience  Conference  on  Antimicro- 
bial Agents  and  Chemotherapy,  Oct.  26-28,  1964, 
New  York,  N.Y 
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In  the  “Reprint”  section  on  page  227  appears  an  article  en- 
titled “Sonora  Doctors  Join  In  Walkout.”  When  this  came  to 
onr  attention,  we  wrote  to  the  President  of  the  Medical  Society 
of  the  United  States  and  Mexico  for  his  comments  on  the  situa- 
tion. The  following  are  those  comments. 


Managing  Editor, 

Arizona  Medicine, 

P.  O.  Box  128, 

Scottsdale,  Arizona. 

Dear  Mr.  Robinson: 

Concerning  the  recent  walkout  of  all  the  resi- 
dents and  interns  in  the  country  which  occurred 
during  the  past  week,  I can  give  you  the  follow- 
ing information: 

A.  Interns  and  residents  that  work  for  the  So- 
cial Security  Hospitals,  the  Health  Depart- 
ment, and  some  teaching  hospitals  in  Mex- 
ico City,  have  notoriously  been  poorly  paid. 
In  some  cases  as  low  as  $20.00  a month  on 
the  basis  that  they  were  going  through 
training,  although  they  carried  on  the  usual 
intern  and  resident  acitivities.  The  resi- 
dents were  paid  more,  but  I still  under- 
stand their  salaries  were  very  low. 

B.  Every  time  they  tried  to  get  a small  in- 
crease in  salary,  they  were  turned  down. 

C.  Just  before  Christmas  the  two  weeks  extra 
salary— which  is  given  to  all  government 
employees  was  withheld  from  them.  They 
tried  to  get  this  ruling  changed  without 
success.  They  walked  out  in  protest  a week 
before  Christmas  and  stayed  out  for  four 
or  five  days,  and  they  returned  on  the 
promise  that  after  the  first  of  the  year  they 
would  get  an  increase  in  their  salary. 

D.  When  no  salary  came  by  the  thirteenth  of 
January— they  walked  out  again  and  stayed 
out  until  the  30th.  They  had  the  sympathy 
of  many  of  the  attending  men  and  chiefs 
of  service,  who  started  to  resign  in  mass— 
when  the  Government  cancelled  the  con- 
tracts of  all  the  interns.  As  the  attending 
men  were  doing  extra  turns  in  order  to 
maintain  the  hospitals,  running,  the  Gov- 
ernment reconsidered  the  separation  of  the 
interns  in  the  hospitals.  So  they  continue 
drawing  a salary,  but  not  working. 

E.  A new  organism  was  formed  which  includ- 
ed attending  men  and  interns  from  the 
Eederal  Districts,  called  the  Mexican  Medi- 
cal Alliance.  And  now  the  demand  is  for 


Correspondence 

restructuring  of  the  whole  Socialized  Medi- 
cine set  up  in  the  country. 

F.  For  the  time  being  the  interns  on  strike 
got  telegrams  and  letters  of  sympathy,  from 
all  the  country. 

G.  They  sent  out  messengers  to  have  the  in- 
terns of  other  states  walk  out  in  sympathy, 
even  though  their  salaries  were  good.  The 
interns  of  Hermosillo  did  walk  out,  and 
all  the  attending  men  of  the  hospitals  main- 
tained the  services  running  about  30%. 

H.  In  view  of  the  seriousness  of  the  situation 
President  Diaz  Ordaz,  called  on  the  lead- 
ers of  the  newly  formed  medical  associa- 
tion of  residents  and  interns  to  return  to 
work  promising  they  would  receive  the  in- 
crease in  the  salary  and  working  conditions 
they  were  asking  for  in  proportion  to  the 
financial  possibilities  of  the  different  de- 
partments of  Government  involved. 

I.  On  that  promise  they  returned  to  work  the 
30th  of  January  for  one  month  at  which 
time  they  will  reconsider  their  position 
according  to  what  the  Government  does.. 

Both  the  Association  of  Medical  Residents 
and  Interns  and  the  Mexican  Medical  Alliance, 
continue  trying  to  work  out  solutions  to  the 
problems  of  the  doctors  in  Mexico. 

We  all  feel  the  boys  have  a point,  and  should 
be  listened  to.  Also  underlying  the  whole  prob- 
lem is  the  pent-up  feelings  of  all  the  doctors  in 
the  country  against  the  methods  used  to  estab- 
lish and  maintain  socialized  medicine  in  Mexico 
without  listening  to  the  doctors.  We  feel  that 
we  need  a national  organization  through  which 
we  can  deal  with  the  state. 

I trust  this  long  winded  description  will  give 
the  information  you  need. 

Very  truly  yours, 

Garlos  Tapia  Telles,  M.D. 
President 

Medical  Society  of  the 
United  States  and  Mexico 


Robert  Lorenzen,  M.D. 

Editor-in-Ghief 
Dear  Sir: 

In  our  letter  of  last  August  1964  (p.  585,  This 
Journal)  we  indicated  that  one  or  more  cancer 
preventives  may  already  exist.  As  a ver>'  obvious 
corollary  to  this,  we  suggest  that  some  recur- 
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rences  of  those  cancers  which  have  been  surgi- 
cally excised  may  possibly  be  prevented.  This, 
we  think,  may  be  done  by  administration  after 
the  surgery,  of  such  continuing  dosages  of  one 
or  more  of  the  already  known  anti-cancer  agents 
as  well  maintain  a sufficient  concentration  of 
the  agent  in  the  blood  at  all  times.  Much  clini- 
cal work,  of  course,  will  be  necessary  to  deter- 
mine what  these  dosages  are. 

This  idea  is  so  obvious  that  it  may  have  been 
tried  by  this  time,  but  if  so  it  has  failed  to  come 
to  our  attention.  If  it  were  effective  even  to  a 
partial  extent,  many  cancer  victims  could  be 
saved. 

Willis  R.  Brewer,  Ph.D. 

Dean,  College  of  Pharmacy 
University  of  Arizona 
Donald  L.  Vivian,  Ph.D. 
Professor  of  Pharmacy 
University  of  Arizona 


PARK  CENTRAL  NORTH 
MEDICAL  BUILDING 

461  West  Catalina 

(Adjacent  to  Saint  Joseph's  Hospital) 
Phoenix,  Arizona 

A FEW  CHOICE  SUITES 
AVAILABLE 

* All  utilities  and  janitor  services  furnished. 

* Complete  offices,  including  built-ins,  floor- 

covering, etc. 

* Covered  carports  for  physicians. 

* Ample  parking  for  patients. 

Further  details  and  leasing  information  may 
be  obtained  by  calling: 

Park  Central  Executive  Offices  264-5575 
or 

L.  W.  Wadleigh 

8 A.AA.-5  P.M.  264-5575,  after  5 P.M.  265-4333 


First  National  Bank's 
Investment  Experts  Can 

PROTECT  YOUR  ESTATE 
AGAINST  UNWISE 
INVESTMENT! 

Our  many  years  of  trust  experience  have  shown 
that  willing  property  directly  to  beneficiaries  is 
often  a burden  in  disguise.  Many  times  bene- 
ficiaries are  not  prepared  either  by  training  or 
experience  to  handle  or  invest  funds  wisely. 

Thus  an  estate  carefully  nurtured  and  brought 
to  fruit  may  be  easily  dissipated  by  unwise  in- 
vestment made  on  the  advice  of  well-meaning 
but  ill-informed  friends  or  relatives. 

To  secure  the  full  benefits  of  your  estate  to  your 
heirs,  arrange  an  appointment  for  you  and  your 
attorney  to  visit  one  of  First  National  Bank’s 
investment  officers  to  discuss  the  investment 
future  of  your  estate  through  the  appointment 
of  First  National  as  trustee  of  your  estate. 

Our  years  of  estate  management,  investment 
know-how  and  group  judgment  can  conserve  the 
fruits  of  your  estate  for  your  heirs,  allowing 
them  the  economic  uses  of  your  estate  without 
the  burden  of  management  and  investment 
duties.  And  the  cost  is  less  than  you  might 
expect* 


NAXBONAL 

BANK 

OF  ARIZONA 


Complete  Trust  Services  Statewide 

In  Tucson  Call  Mr.  William  Coerver,  622-3686 
in  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 
or  contact  your  nearest  office  manager  and  arrange  for 
an  appointment. 
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SONORA  DOCTORS 
JOIN  IN  WALKOUT 

Thirty-one  doctors  walked  out  of  four  hospitals 
here  today  in  a dispute  over  salaries  and  fringe 
benefits,  and  a spokesman  predicted  a nation- 
wide strike  within  48  hours  if  the  government 
fails  to  act. 

The  doctors  are  staff  members  at  hospitals 
operated  by  the  government  under  social  security 
programs. 

The  doctors  joined  in  demands  by  the  National 
Medical  Association  of  Mexico  City  for  higher- 
pay  and  additional  fringe  benefits,  from  de- 
creased working  hours  to  insurance. 

In  Guaymas,  five  doctors  reportedly  joined 
the  strike. 

Dr.  Carlos  Estrada,  luember  of  the  medical 
association  from  Hermosillo,  said  the  walkout 
will  spread  to  all  29  states  if  the  government 
and  President  Gustavo  Diaz  Ordaz  fail  to  act. 
Dr.  Estrada  said  he  had  been  informed  that 
medical  personnel  in  15  of  the  29  states  are  pre- 
pared to  strike  within  48  hours. 

The  strike  started  in  Mexico  City  a month 
ago,  with  only  one  hospital  ward  affected.  The 
Associated  Press  today  reported  4,000  doctors  in 
Mexico  City  have  refused  to  work. 

Sonora  is  said  to  be  the  first  state  to  support 
the  medical  association’s  proposals  with  a strike. 

Phoenix  Gazette,  January  27,  1965. 

When  this  item  came  to  our  attention  we  wrote  to  the  Presi- 
dent of  the  Medical  Society  of  the  United  States  and  Mexico 
for  his  comments.  See  page  225,  under  Correspondence,  for  his 
comments. 


BUREAUCRACY 
MARCHES  ON  OR 

Remember  when  physicians  were  smart 
enough  to  decide  what  drugs  were  effective 
for  their  patients? 

A plan  for  enforcement  of  the  prescription 
drug  advertising  provisions  of  the  Kefauver- 
Harris  law  has  been  put  into  effect  by  the  Eood 
and  Drug  Administration,  Department  of  Health, 
Education,  and  Welfare. 

Under  the  law  prescription  drug  advertise- 
ments are  required  to  show  the  “established 
name”  of  the  drug,  if  one  exists,  in  type  at  least 
half  as  large  as  that  used  for  the  brand  name; 
the  drug’s  quantitative  formula  to  the  extent  re- 
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quired  on  the  drug  label,  and  a true  and  non- 
misleading brief  summary  of  information  about 
adverse  side  effects,  contradictions,  and  effec- 
tiveness of  the  drug  for  the  guidance  of  physi- 
cians, as  required  by  the  regulations. 

In  enforcing  these  requirements  FDA  will 
seek  to  determine  whether  a fair  balance  exists 
between  the  information  on  effectiveness  and 
that  on  side  effects  and  contraindications. 

The  Bureau  of  Medicine  will  monitor  profes- 
sional journal  advertising  for  prescription  drugs. 
It  will  forward  violative  advertisements  with 
appropriate  recommendations  to  the  Bureau  of 
Regulatory  Compliance. 

Kinds  of  copy  which  may  violate  the  law  in- 
clude the  following: 

1.  Extension  or  distortion  of  the  claims  for 
usefulness  beyond  that  approved  in  the  product’s 
final  printed  labeling. 

2.  Featuring  of  a quote  from  an  article  in  a 
way  which  misleads  by  improperly  implying  that 
the  particular  study  is  representative  of  much 
larger  and  general  experience  with  the  drug. 

3.  The  selection  of  poor  quality  research 
papers  making  statements  favorable  to  the 
product  while  ignoring  contrary  evidence  from 
much  better  research. 

4.  Quotation  out  of  context  of  a seemingly 
favorable  statement  by  an  authoritative  figure 
but  omission  of  unpleasing  data  from  the  same 
article. 

5.  Quoting  from  an  obviously  authoritative 
source  while  failing  to  quote  from  other  differ- 
ing experts  in  the  same  field  with  the  result  that 
a properly  balanced  view  is  not  given. 

6.  Featuring  data  from  papers  that  report  no 
side  effects,  but  failing  to  quote  from  others 
that  do. 

7.  Continuing  to  run  ads  which  are  eonstructed 
from  data  previously  valid  but  rendered  obsolete 
or  false  by  more  recent  research. 

Violations  will  be  evaluated  in  two  categories: 

1.  Positive  claims  or  omissions  concerning  the 
product  which  present  potential  danger  to  the 
patient  in  varying  degrees.  Examples  include 
omission  of  some  of  the  pertinent  aide  effects, 
precautions  or  contraindications;  improper  state- 
ments about  the  effectiveness  of,  or  indications 
for,  the  drug  or  antibiotic;  omission  of  some  of 
the  information  on  various  dosage  forms,  in- 
gredients, or  directions  for  use  where  required. 
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2.  Claims  which  may  or  may  not  involve  clan- 
ger to  patient  health  but  which,  in  the  selling 
message,  can  seriously  mislead  as  to  the  proper 
place  of  the  drug  or  antibiotic  in  the  total  spec- 
trum of  products  available  to  meet  a specifie 
disease  situation. 

While  high  priority  will  be  given  to  cases  pre- 
senting the  most  serious  health  hazard  to  the 
consumer,  FDA  will  not  disregard  the  seeond 
category  and  will  maintain  a balanced  program 
to  assure  the  practicing  physician  that  he  will 
receive  aceurate  information  about  prescription 
drugs  from  the  pharmaceutical  industry. 

. .The  Bureau  of  Scientific  Standards  and  Evalu- 
ations, through  its  Division  of  Antibiotics,  will 
furnish  scientific  evaluation  to  the  Bureau  of 
Medicine  in  matters  concerning  bacteriology, 
chemistry  or  related  disciplines  with  respect  to 
antibiotic  drug  advertising.  It  may  also  recom- 
mend to  the  Commissioner  a course  of  action  in- 
volving the  certification  services  where  illegal 
advertising  of  antibiotics  is  involved. 

The  Bureau  of  Education  and  Voluntary  Com- 
pliance will  continue  to  answer  through  its  Ad- 
vistory  Opinions  Branch  specific  questions  from 
industry  regarding  prescription  drug  advertising. 
The  Bureau  will  determine  through  these  ques- 
tions, and  by  consulting  with  the  Bureau  of 
Medicine,  what  areas  are  of  such  general  inter- 
est that  they  warrant  a formal  educational  ap- 
proach to  the  pharmaceutical  companies,  their 
advertising  agencies  or  both.  It  will  develop 
educational  materials,  utilizing  assistance  from 
those  industries  where  possible. 

The  Bureau  of  Begidatory  Compliance  will  set 
in  motion  such  corrective  actions  as  may  be  re- 
quired to  deal  with  prescription  drug  advertis- 
ing that  constitutes  a threat  to  the  public  health 
or  in  other  ways  constitutes  a serious  violation 
of  the  advertising  provisions  of  the  Kefauver- 
Harris  Drug  Amendments. 

From  FDA  News  Release 
November  23,  1964 


6 REASONS  WHY  THE 
DRUG  NAME  SHOULD 
NOT  APPEAR  ON  Rx 
LABELS 


More  and  more  physicians  are  requesting  that 


the  drug  name  automatically  appear  on  the  pre- 
seription  label— unless  they  specify  that  it  should 
not  ( see  APP  survey  on  page  32 ) . 

There  are  at  least  6 reasons  why  it  is  not  ad- 
visable to  automatically  place  the  drug  name  on 
the  prescription  label.  Here  are  the  reasons: 

Beason  No.  1:  The  physician  arrives  at  a pro- 
per diagnosis  via  a very  complex  procedure  that 
earns  him  the  respect  of  his  patients.  This  com- 
plex yirocedure  is  oversimplified  when  it  is  re- 
duced to  merely  the  name  of  a drug  on  a label. 

Beason  No.  2:  Newspapers  and  magazines  are 
loaded  with  often-exaggerated  reports  on  adverse 
drug  reactions  and  toxicity,  causing  our  present 
drug  hysteria.  These  reports  mention  the  names 
of  drugs.  For  example,  if  the  millions  of  users 
of  Parnate  and  their  families  had  recently  read 
the  exaggerated  reports  about  the  drug  in  the 
newspapers,  they  would  have  become  unduly 
alarmed— if  the  name  of  this  valuable  drug  had 
appeared  on  the  Bx  labels.  The  same  applies 
to  the  millions  of  Enovid  users  and  their  fami- 
lies, when  the  public  press  erroneously  linked  the 
drug  to  eancer  in  humans. 

Reason  No.  3:  When  a patient  knows  the  name 
of  a drug,  he  or  she  can  put  pressure  on  the  phy- 
sician. For  example,  2 women— both  patients 
of  a drug-name-on-the-label  MD— brought  in  Bxs 
at  about  the  same  time  to  a pharmacy  in  Illinois. 
One  inquired  of  the  other:  “What  did  Dr.  X 
prescribe  for  you?”  Upon  hearing  the  drug  name, 
theinquirer  urged:  “Don’t  take  it.  It  did  me  no 
good.”  The  other  lady  then  phoned  the  doctor, 
and  urged  him  to  prescribe  another  drug! 

Beason  No.  4:  Even  physicians  who  favor  plac- 
ing the  drug  name  on  the  label  often  say  that 
there  are  exceptions  to  this  rule  — conditions 
under  which  the  drug  name  should  not  be  on  the 
label.  When  a physician  makes  sueh  an  exeep- 
tion,  the  patient  may  say  to  himself:  “I  wonder 
if  I have  a serious  disease,  like  cancer?”  ...  or, 
“Is  the  doctor  giving  me  a barbituate  or  a 
narcotic?” 

Beason  No.  5:  When  a patient  knows  the  name 
of  a drug,  it  often  leads  to  self-medication  and 
to  patient-prescribing  for  others.  If  the  drug 
happens  to  be  a “prescription  only”  drug  and  the 
pharmacist  says  that  he  eannot  supply  it  without 
specific  permission  from  the  doctor,  some  people 
may  suspect  physician-pharmacist  collusion. 

Beason  No.  6:  Patients  who  know  the  names 
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of  the  drugs  prescribed  for  them  will  tend  to 
price-shop— by  asking  for  the  drug  by  name. 
^^ath  all  the  look-alike  and  sound-alike  drug 
names— coupled  with  the  many  forms  and  dosage 
strengths— the  patient  may  get  the  wrong  drug 
or  the  wrong  strength. 

To  sum  up  the  situation:  The  physician  should 
retain  full  control  of  therapy  in  the  interest  of 
public  health,  \\dien  he  specifies  that  the  name 
of  the  drug  be  placed  aiitotnatically  on  the  Rx 
label,  he  tends  to  lose  control  of  that  therapy. 
This  is  not  in  the  interest  of  an  effective  physi- 
cian-patient-pharmacist relationship. 

Irving  Rubin, 

Editor 

Preprinted;  November  1964  Issue,  American  Professional 
Pharmacist 

USE  THE  RESERVATION  CARD  WHICH 
YOU  RECEIVED  IN  THE  RECENT 
ANNUAL  MEETING  PROGRAM  MAILING 

You  won't  be  sorry,  its  going 
to  be  a terrific  program. 


SPEECH  TRAINING  SERVICE 
PROGRAM  FOR  PHYSICIANS 

Wednesday,  May  19,  1965 

Safari  Hotel  Convention 
Center 

Scottsdale,  Arizona 

A Fine  Program  for  any  Physician 

24-HOUR  AMBULANCE  SERVICE*  AL 44111 


MOTOR  AIMO  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 


THE  DIAGNOSTIC  UBORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  ) (f  DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I ' j MARCY  L.  SUSSAAAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  AA.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 130  E.  McDowell  Rd.  • Phoeni.x,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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eSe^SSURING 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassiujn  salts  of  Pabalate-SF  can- 
not contribute  tp  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the  , 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contrainidicated:  An 
hypersensitivity  to  any  component. 

A/so  available:  PabalatS— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Topics  of  Current  Medical  Interest 


FAMILIAR??? 

Thm  the  good  offices  of  Nelson  D.  Brayton,  M.D.,  this  advertisement  which  appeared  in  the  Sep- 
tember 20,  1938  issue  of  the  Arizona  Silver  Belt  was  brought  to  our  attention.  When  we  saw  it  we 
thought  “This  problem  seems  familiar.” 


—VOTE  yes- 

referendum  304 

Arizona,  her  citizens,  her  visitors,  and  her  health  seekers  de- 
serve the  best  health  protection. 

THIS  REFERENDUM  IS  THE  BASIC  SCIENCE  LAW  WHICH  DEMANDS  THAT  ALL  DOC- 
TORS, regardless  of  their  lines  of  practice,  BE  BETTER  TRAINED. 


The  Basic  Science  Law 
Is  Needed 

BECAUSE:  Present  laws  are  inadequate  to 
( iilorce  nigh  standards  of  practice. 

BECAUSE:  ARIZONA,  advertising  herself  na- 
tionally as  America’s  foremost  health  center, 
NEEDS  A LAW  THAT  WILL  BAR  ‘^QUACK- 
ERY”  FROM  ALL  BRANCHES  OF  THE 
HEALING  ART. 


The  Basic  Science  Law  Is 
Just  and  Fair 

BECAUSE : Present  doctors,  licensed  to  prac- 
tice whatever  healing  they  choose,  are  not  mo- 
isted by  this  law. 

BECAUSE  : The  law  does  not  disturb  Christian 
Scientists  or  others  who  heal  by  prayer. 
BECAUSE:  The  law  is  supported  by  fees  col- 
lected. 


Give  Arizona  Up-To-Date  Health  Protection 
VOTE  YES  304 


Arizona  Public  Health  League 


A.  C.  Taylor,  Pres. 
Mrs.  Male  Bartlett  Heard,  Treas. 


Edward  Dorsey,  Sec. 

D.  F.  Harbridge,  Asst.  Treas. 


DR.  RICHARD  P. 
TIMMONS  AND  WIFE 
RECEIVE  AWARD 

Double  honors  went  to  a young  Seottsdale 
physician  and  his  wife  when  the  Arizona  Young 
Republican  League  chose  Dr.  Richard  P.  Tim- 
mons, 5302  North  69th  Pi.,  Scottsdale,  Arizona, 
as  the  Outstanding  Young  Republican  Man  of 
die  Year,  and  his  wife,  Mrs.  Richard  P.  Timmons, 
as  the  Outstanding  Young  Republican  Woman 
of  the  Year. 

Dr.  Timmons  is  the  immediate  past-Chairman 
of  the  Arizona  Young  Republican  League  and 


has  dedicated  himself  to  the  education  and  train- 
ing of  Young  Republicans  throughout  the  State 
of  Arizona  in  the  science  of  political  activity. 
Dr.  Timmons  has  served  the  Maricopa  County 
Republican  Committee  and  the  Arizona  Repub- 
lican Committee  as  a precinct  committeeman 
since  1960  and  served  on  the  candidate  selection 
committee  for  the  Maricopa  County  Republican 
Committee  in  1964. 

In  addition.  Dr.  Timmons  has  been  a delegate 
to  the  past  three  Annual  conventions  of  the  Ari- 
zona Y.  R.  League,  has  been  a member  of  the 
House  of  Delegates  of  the  Arizona  Medical  As- 
sociation, has  served  as  a member  of  the  Migrant 
Missions  and  Legislative  Committees  of  the 
Maricopa  County  Medical  Society.  Dr.  Timmons 
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has  l)een  active  in  local  community  and  church 
activities  since  1958. 

Mrs.  Timmons  is  presently  National  Assistant 
Secretary  of  the  Young  Republican  National 
Federation,  immediate  past-President  of  the 
Scottsdale  Federation  of  Republiean  Women, 
Registration  Chairman  for  the  State  Republican 
Committee,  and  Campaign  Activities  Chairman 
for  the  Arizona  Federation  of  Republican 
Women.  She  has  worked  for  many  years  in  the 
Young  Republican  movement  and  has  been  a pre- 
cinet  eommitteeman,  on  both  the  Maricopa 
County  Republican  Committee,  and  the  Arizona 
Republican  Committee,  since  1960.  Mrs.  Tim- 
mons served  witli  Representative  John  J.  Rhodes 
on  the  Platform  Committee  of  the  National  Re- 
publiean Convention  in  San  Francisco,  in  1964, 
and  served  as  Chairman  of  the  Voter  Quota  Pro- 
gram for  the  1964  election  for  the  Maricopa 
County  Republican  Committee. 

Mrs.  Timmons  has  received  both  state  and  na- 
tional recognition  for  her  work  in  developing 
the  G.E.M.S.  (Good  Emergency  Mother  Substi- 
tute) schools  for  teenage  baby  sitters  for  the 
Woman’s  Auxiliary  to  the  Marieopa  County 
Medieal  Society,  and  has  served  on  the  County 
and  State  Medieal  Auxiliary  Boards  since  1960. 
In  addition,  Mrs.  Timmons  has  been  aetive  in 
the  Arizona  Society  of  Hospital  Pharmaeists  and 
the  Arizona  Pharmaceutical  Association,  as  well 
as  chureh  and  community  activities. 


INTERISAL  MEDICINE 
SOCIETY  ELECTS 

The  Arizona  Society  of  Internal  Medicine,  a 
part  of  the  American  Society  of  Internal  Medi- 
cine, is  dedicated  to  the  promotion  of  better 
understanding  of  the  services  provided  by  spe- 
cialists in  Internal  Medicine.  On  January  28, 
1964,  Dr.  Robert  Beers  of  Phoenix  was  chosen 
president  for  1965  and  Dr.  Meyer  Markovitz  of 
Phoenix  was  chosen  as  president-elect,  to  assume 
the  presideney  in  1966.  Dr.  William  Dunn  of 
Phoenix  is  secretary-treasurer.  Members  of  the 
Council  include  Drs.  Jack  Christianson,  Phoenix; 
Earle  Estes,  Phoenix;  Roland  Murphy,  Tucson; 
Daniel  Potter,  Phoenix;  Preston  Taylor,  Tucson; 
and  Harry  Thompson,  Tucson. 


A NESTHESIOLOGIS  TS 
FORM  TO  CUT  COSTS 

Plan  believed  to  be  the  first  of  its  kind  in 
the  United  States. 

An  arrangement  recently  put  into  effect  by 
the  Phoenix  Anesthesia  Soeiety  is  giving  surgical 
patients  a break  on  their  hospital  bills. 

Until  the  plan  went  into  effect,  society  spokes- 
men said,  some  Phoenix  hospitalse  were  eharg- 
ing  patients  not  only  for  the  anesthetie  drugs, 
but  for  the  use  of  the  anesthesia  maehine,  as 
well  as  for  miscellaneous  items  lumped  under 
the  heading  of  anesthesia  supplies. 

Such  supplies,  a Phoenix  anesthesiologist  said, 
could  include  hypodermie  syringes,  rubber  tub- 
ing, drugs  and  other  pharmaceuticals  sometimes 
only  kept  in  readiness  on  a stand-by  basis,  and 
never  actually  used. 

Nonetheless,  the  patient  was  charged  for  their 
use  in  addition  to  materials  actually  used. 

The  charges  were  in  addition  to  the  fee  for 
the  anesthesiologist’s  services,  whieh  is  not  part 
of  the  hospital  bill. 

Deeming  such  practices  unfair  to  the  patient, 
the  anesthesia  eommittee  at  Good  Samaritan 
Hospital  took  the  initiative  and,  with  the  ap- 
proval of  the  hospital  and  their  eolleagues  in 
the  Phoenix  Anesthesia  Soeiety,  formed  the  Phoe- 
nix Anesthesia  Corporation,  a nonprofit  organ- 
ization. 

Under  the  corporation  plan,  in  which  Good 
Samaritan,  St.  Joseph’s,  Memorial  and  John  C. 
Lincoln  hospitals  are  participants,  the  doetors 
sold  their  anesthesia  machines  to  the  corpora- 
tion. The  doctors  pay  the  corporation  out  of 
their  own  pockets  for  use  of  the  equipment. 

In  addition,  no  eharge  is  made  to  the  patient 
for  anesthesia  is  for  the  services  of  the  doctor 
for  the  use  of  the  machine,  or  for  the  amount  of 
anesthetic  used. 

In  brief,  the  only  billing  now  made  to  the  pa- 
tient for  anesthesia  is  for  the  ser\4ees  of  the 
anesthesiologist. 

This  usually  averages  about  20  per  eent  of 
the  surgeon’s  fee,  soeiety  members  said.  How- 
ever, they  pointed  out  that  for  prolonged  opera- 
tions, the  fee  may  be  a bit  more.  On  the  other 
hand,  for  surgical  procedures  of  a short  duration, 
the  fee  ean  be  less  than  the  usual  20  per  eent. 

The  plan  is  believed  to  be  the  only  one  of  its 
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kind  in  the  United  States,  society  members  said. 

“Although  we  actually  are  competitors,”  one 
anesthesiologist  said,  “as  doctors,  our  chief  con- 
cern is  for  the  welfare  of  the  patient.  Toward 
that  end,  we  work  together,  assist  each  other 
when  necessary  and,  as  is  evident  through  the 
activation  of  our  corporation,  do  all  we  can  to 
lighten  the  patient’s  financial  burden.” 

Newly  elected  officers  of  the  Phoenix  Anesthe- 
sia Society  are  Carl  Nan,  M.D.,  president;  Patrick 
Moraca,  M.D.,  vice  president;  Mahlon  Prickett, 
M.D.,  treasurer,  and  Dana  Harnagle,  M.D., 
secretary. 

Dr.  Nan  succeeds  Dr.  Benjamin  Herzberg  in 
the  presidential  post. 


AVIATION  MEDICAL 
EXAMINERS  MEET 

Among  the  more  than  250  Aviation  Medical 
Examiners  attending  the  Advanced  Aviation 
Medical  Seminar  was  Dr.  R.  Lee  Foster  of 
Phoenix. 

The  seminar  began  on  Wednesday,  February 
3,  and  concluded  on  Friday,  February  5. 

Aviation  Medical  Examiners  from  nine  West- 
ern States  attended  the  seminar,  which  was  pre- 
sented jointly  by  the  Federal  Aviation  Agency 
Office  of  Aviation  Medicine  and  the  University 
of  California  San  Francisco  Medical  Center. 
Aviation  Medical  Examiners  are  those  physicians 
designated  by  the  FAA  to  give  medical  certifi- 
cation to  airmen. 

Included  on  the  seminar  program  were  medi- 
cal authorities  from  FAA,  The  Lovelace  Founda- 
tion and  Clinic,  Albuquerque,  N.  M.,  The  Lock- 
heed-California  Co.,  Synanon,  United  Air  Lines, 
Air  Line  Pilots  Association,  and  The  Garrett 
Corp. 

The  objective  of  the  advanced  seminar  was 
to  bring  the  latest  developments  in  aviation 
medicine  to  aviation  medical  examiners  in  the 
West.  Those  attending  the  seminar  have  already 
attended  a previous,  more  basic  seminar. 


PLAN  TO  ATTEND  ArMA^s  74th 
ANNUAL  MEETING 

April  28,  29,  30  and  May  1,  1965 
Pioneer  Hotel,  Tucson,  Arizona 
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EDUCATIONAL 
GRANT  MADE 

At  a recent  meeting  of  the  Arizona  Ophthalmo- 
logical  Society  held  in  Tucson,  Mr.  Keith  Lane 
of  Alcon  Laboratories,  Inc.,  presented  a $500.00 
check  as  an  educational  grant  to  the  Society. 
Showm  below,  from  left  to  right,  Mr.  Lane,  C. 
Truman  Davis,  M.D.,  President,  Mesa,  and 
Emery  Boyce,  M.D.,  President-Elect,  Tucson. 


At  the  meeting,  the  Scientific  Program  was 
presented  by  Frederick  C.  Blodi,  M.D.,  Profes- 
sor of  Ophthalomology  at  the  University  of  Iowa. 
Shown  below,  left  to  right,  are  Charles  Matheus, 
M.D.,  (Yuma),  Len  Rhoades,  M.D.,  (Phoenix), 
and  Dr.  Blodi. 


RYAN  EVANS  DRUG 
STORES  START 
NEW  PROGRAM 

The  Ryan  Evans  Drug  Store  chain  has  started 
a new  medical  program  series  on  Radio  Station 
KOY.  It’s  entitled  “Doctor’s  House  Call”  and 
will  be  heard  each  morning,  Monday  thru  Fri- 
day, at  8:30  a.m. 
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“Doctor’s  House  Call”  is  endorsed  by  the 
Ameriean  Medical  Association  which  also  au- 
thenticates the  eontent  of  eaeh  program  before 
it  is  broadcast. 

Dr.  James  Rogers  Fox,  the  voice  of  “Doctor’s 
House  Call”  and  responsible  for  the  preparation 
of  its  eontent,  is  a graduate  of  the  University 
of  Minnesota  where  he  took  his  post-graduate 
training  in  internal  medicine,  completing  it  later 
at  the  University  of  Edinburgh.  In  addition  to 
his  praetiee  in  Minneapolis,  Dr.  Fox  serves  part- 
time  on  the  faculty  of  the  University  of  Minne- 
sota. He  is  a past  chairman  of  the  TV-Radio 
Committee  of  the  AMA. 

Eaeh  program  diseusses  briefly  a common 
medical  problem,  ending  with  Dr.  Fox’s  advice, 
“Consult  your  physieian.” 


GUIDES  FOR  MEDICAL 
CARE  IN  NURSING 
HOMES 

1.  Eaeh  patient  admitted  should  have  a per- 
sonal physician  who  knows  of  the  admission  ar- 
rangements and  agrees  to  assume  responsibility. 

2.  Eaeh  patient  admitted  should  come  with 
a complete  history  and  physical  examination,  or 
should  have  sueh  examination  immediately  upon 
entering  the  home,  incliiding  chest  x-ray,  neces- 
sary laboratory  work,  an  evaluation  of  his  poten- 
tialities for  rehabilitation,  at  least  to  self-care, 
and  full  orders  for  treatment.  These  orders 
should  be  kept  up-to-date  by  daily  nursing  notes 
and  periodic  progress  notes  by  the  physieian  as 
well  as  written  direetives  for  care  and  mediea- 
tion  as  they  are  changed. 

3.  Eaeh  patient  should  have  periodic  visits  by 
his  personal  physieian.  The  frequency  of  these 
visits  should  be  dictated  by  the  medical  needs  of 
the  patient. 

4.  Each  patient  should  be  served,  in  case  of 
emergeney,  preferably  by  his  own  physician. 

5.  Each  skilled  nursing  home  should  have  a 
prineipal  staff  physician  or  physicians  for  con- 
sultation in  general  medical  policies  of  the  home. 
He  or  they  would  also  be  available  for  emergeney 
ealls  when  the  patient’s  regular  physieian  is  un- 
available. This  physician  or  physicians  would 
also  advise  the  nursing  home  administrator  in 


matters  pertaining  to  administrative  procedures, 
nursing  care,  physieal  or  other  restorative  ther- 
apy, speeial  dietary  arrangements,  storage  and 
dispensing  of  medieations,  and  medieal  records. 

6.  Each  skilled  nursing  home  should  make 
every  effort  to  help  patients  to  aehieve  their 
fullest  potential  for  self-eare,  through  treatments 
and  procedures  ordered  by  the  patient’s  physi- 
eian. These  procedures  may  be  as  simple  as 
early  and  progressive  ambulation,  the  eorreetion 
of  sight,  hearing,  dental  or  orthopedie  handi- 
caps with  proper  appliances,  retraining  in  the 
activities  of  daily  living,  the  use  of  heat  packs, 
or  lamps,  and  simple,  graduated  exereises  for 
strengthening  of  affected  parts.  For  the  more 
complieated  procedures,  skilled  nursing  homes 
could  well  arrange  for  the  part-time  or  visiting 
serviees  of  a professional  therapist  to  provide 
(under  the  direction  of  the  M.D.)  direct  services 
and  to  train  the  home  staff  in  many  simple  pro- 
cedures. The  home  may  even  maintain  special 
rehabilitation  facilities  under  the  supervision  of 
a professional  therapist.  Rehabilitation  proee- 
dures  which  are  beyond  the  scope  of  the  home 
should  be  provided  through  eooperative  arrange- 
ments with  other  appropriate  eommunity  facili- 
ties and  ageneies. 

7.  Each  nursing  home  should  have  arrange- 
ments with  a near-by  general  hospital  for  the 
transfer  with  minimum  delay  of  any  patient 
whose  condition  requires  it. 

8.  Eaeh  nursing  home  should  maintain  liaison 
with  physicians  of  the  local  medical  society  for 
the  purpose  of  obtaining  eonsultation  and  guid- 
anee  on  all  matters  affecting  medical  care. 

9.  Each  nursing  home  should  consider  using 
consultative  serviees  in  nutrition  and  diet  therapy 
provided  by  the  state  health  department,  or  by 
other  agencies  or  persons  qualified  to  perform 
such  service  and  should  assure  that  all  dietary 
regimes  ordered  by  the  patient’s  physician  are 
carried  out. 

10.  Eaeh  nursing  home  should  be  conseious 
of  the  dental  needs  of  its  patients.  A dental 
evaluation  of  the  patient  should  be  included  in 
the  health  reeord.  The  patient  should  be  seen 
as  often  as  necessary  by  his  own  dentist,  if 
available,  or  by  a principal  dentist  selected  by 
the  home. 

These  guides  have  heen  Approved  by  the  Board  of  Trustees  of  the 
American  Medical  Association,  the  Governing  Council  of  the 
American  Nursing  Home  Association  and  the  Board  of  Trustees 
of  the  American  Hospital  Association. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  i 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  cautic 
in  patients  with  known  idiosyncrasies  to  aspirin 
phenacetin,  and  in  those  with  blood  dyscrasias.  A j 
Available:  PERCODAN®-Demi,  each  scored  pink  tr  ,et 
containing  2.25  mg.  oxycodone  hydrochloride  (Wa'  iing: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2, 628.185  and  2,907,768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York 


A full  complement  of 

highly  trained  registered  nurses 
helps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

A normal  ratio  of  more  than 
one  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


5055  North  34th  Stre^ 
AMherst,4-41] 
PHOENIX,  ARIZON 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIAT 

A Non-Profit  Corporat 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATE 


Mrs.  Jones? 


^ you  a cup  of  coffee? 


Fine!  This  last  patient... 


r'S''T.  :is  ■ ^ ^ ^ f » 

e it  for  all  my  hypertensives.  Does  Regroton  always  work  this  well?  Not  always.  But  the  exception  prove 

the  rule. 


position:  Each  tablet  contains  chlorthalidone, 
ig.,  and  reserpine,  0.25  mg. 

'raindications:  History  of  mental  depression, 
irsensitivity,  and  most  cases  of  severe  renal 
spatic  diseases. 

ling:  Discontinue  2 weeks  before  general 
sthesia,  1 week  before  electroshock  therapy, 
if  depression  or  peptic  ulcer  occurs. 

■ autions:  Reduce  dosage  of  concomitant  anti- 
srtensive  agents  by  one-half.  Discontinue  if 
BUN  rises  or  liver  dysfunction  is  aggravated, 
drolyte  imbalance  and  potassium  depletion 
occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  bre: 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N,:  The  value  of  chlorthalid'  i'lu  '■ 
reserpine  in  moderately  severe  and  se\  hyper- 
tension: A two  year  study.  Presented  a>  the  /th 
Inter-American  Congress  of  Cardiology,  N'le.itreal, 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (/£ig;V 

Ardsley,  New  York  RE-3270 


% ■ outperformed  other  _ 

teg  rotoiT  G6igy 


Future  Medical  Meetings  and  Postgraduate  Education 

Arizona  Division  Eleventh 

American  Cancer  Society  CANCER  SEMINAR 

March  17,  18,  19  Cr  20,  1965  Pioneer  Hotel  — Tucson 


WEDNESDAY,  MARCH  17 


Moderator Merlin  K.  DuVal,  Jr.,  M.D. 

9:00  A.M. 

Weleome Hermann  S.  Rhu,  Jr.,  M.D. 


Cancer  is  a Simple  Disease 

Vincent  P.  Collins,  M.D. 

9:30  A.M. 

Epidemiology  of  Cancer 

James  P.  Cooney,  M.D. 
Hyper-keratotic  Lesions  of  the  Oral  Mucosa 
Paul  E.  Boyle,  D.M.D. 

10:30  A.M. 

Coffee  Break 
10:45  A.M. 

Exfoliative  Cytology  of  Cancer,  Exclusive  of 
the  Female  Genital  Tract 

Emmerich  von  Haam,  M.D. 

11:15  A.M. 

Practical  Application  of  Precition  Dosimetry 
in  the  Treatment  of  Cancer  of  the  Cervix 
John  A.  Wall,  M.D. 

11:45  A.M. 

Treatment  of  Metastases;  Why  and  How 
Vincent  P.  Collins,  M.D. 

12:15  P.M. 

Moderator Arthur  J.  Present,  M.D. 

Luncheon  and  Round-Table  Discussion 
(to  be  concluded  at  1:30  P.M.) 

ROUND  TABLE  LUNCHEONS 
12:15  P.M. 

Wednesday  and  Friday— $2.50 
(Including  Tip) 

8:30  A.M. 

Saturday  — Breakfast  — $2.00 
(Including  Tip) 

This  Seminar  has  been  approved  by  the 
AAGP  for  14  hours  credit  — Category  I 

THURSDAY,  MARCH  18 


Moderator William  M.  Hindman,  M.D. 

9:00  A.M. 

Mammography Thomas  Carlile,  M.D. 

9:30  A.M. 


The  Endocrinology  of  Adenocarcinoma  of  the 
Endometrium 

John  A.  Wall,  M.D. 

10:00  A.M. 

Carcinoma  in-situ,  its  Relationship  to  Cervical 
Dysplasia  and  Invasive  Carcinoma  of  the 
Cervix 

Emmerich  von  Haam,  M.D. 

10:30  A.M. 

Coffee  Break 
10:45  A.M. 

Intra-arterial  Perfusion  Therapy  of  Cancer 
Donald  B.  Rochlin,  M.D. 


11:15  A.M. 

Techniques  of  Arterial  Infusion  Cancer 
Therapy 

Elton  Watkins,  Jr.,  M.D. 

11:45  A.M. 

Results  and  Rationale  of  Arterial  Infusion 
Cancer  Chemotherapy 

Robert  D.  Sullivan,  M.D. 

12:15  P.M. 

Morning  Conference  Finished. 

No  luncheon  nor  afternoon  session. 
COMMITTEE 

Darwin  W.  Neubauer,  M.D. 

William  M.  Hindman,  M.D. 

Arthur  J.  Present,  M.D. 

Hermann  S.  Rhu,  Jr.,  M.D. 

FRIDAY,  MARCH  19 

Moderator William  C.  Scott,  M.D. 

9:00  A.M. 

Role  of  the  Dentist  in  the  Diagnosis  and 
Treatment  of  Oral  Cancer 

Paul  E.  Boyle,  D.M.D. 

9:30  A.M. 

Virology  of  Malignant  Disease 

James  P.  Cooney,  M.D. 

10:00  A.M. 

Treatment  of  Carcinoma  of  the  Thyroid 
Howard  H.  Mahorner,  M.D. 

10:30  A.M. 

Coffee  Break 

10:45  A.M. 

Radiologic  Problems  of  Cancer  of  the  Colon 
Thomas  Carlile,  M.D. 

11:15  A.M. 

Modern  Operations  for  Cancer  of  the  Colon 
and  Rectum 

Howard  H.  Mahorner,  M.D. 

11:45  A.M. 

Systemic  Chemotherapy  of  Cancer 
Donald  B.  Rochlin,  M.D. 

12:15  P.M. 

Moderator Darwin  W.  Neubauer,  M.D. 

Luncheon  and  Round-Table  Discussion 
(to  be  concluded  at  1:30  P.M.) 

6:30  P.M. 

Social  Hour  and  Dinner  (No  Host) 

(Place  to  be  announced  at  meeting) 

SATURDAY,  MARCH  20 
8:30  A.M.  to  10:00  A.M. 

Moderators Wesley  A.  Soland,  M.D. 

Richard  Grand,  Lawyer 
Breakfast  and  Round-Table  Discussion 
Some  Medicolegal  Considerations  in  Treating 
Cancer 

Vincent  P.  Collins,  M.D. 
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Future  Medical  Meetings  and  Postgraduate  Education 


Arizona  Chest  Disease  Symposium 

Ramada  Inn,  Tucson,  Arizona 
Sunday,  April  4, 1965 

Speakers 

Richard  S.  Armstrong,  M.D. 

Tucson,  Arizona 
Merlin  K.  DuVal,  M.D. 

Tucson,  Arizona 
Giles  F.  Filley,  M.D. 

Denver,  Colorado 
Philip  Kimbel,  M.D. 

Philadelphia,  Penn. 

Donald  Tierney,  M.D. 

San  Francisco,  California 


Maricopa  County  General  Hospital 

Saturday  Morning  Guest  Lecture  Series 
11:00  a.m.— County  Health  Department 
Auditorium— 1825  East  Roosevelt 
Phoenix,  Arizona 

March  27— Maurice  Sokolow,  M.D. 

San  Francisco,  Calif. 

“The  Natural  History  of 
Hypertension” 

April  10— Marvin  Cornblath,  M.D. 
Chicago,  Illinois 

“Carbohydrate  Disorders,  Other 
Than  Diabetes  Mellitus” 


INTERNATIONAL  SOCIETY  FOR 
COMPREHENSIVE  MEDICINE 


San  Francisco  Hilton  Hotel 
San  Francisco,  Calif. 
March  25,  26,  27, 1965 


"COMPREHENSIVE  ASPECTS  OF 
MEDICAL  PRACTICE" 


13th  Annual  Clinical  Meeting  of 
the  American  College  of 
Obstetricians  and  Gynecologists 

Civic  Auditorium 
San  Francisco,  California 
April  4-8,  1965 

Scientific  papers,  round  tables,  panel  discussions, 
forums  on  current  investigations,  motion  pictures, 
closed-circuit  color  television  programs. 


The  Time  Has  Come  to  Plan  for  the  74th  Annual  Meeting  of  ArMA 

Pioneer  Hotel,  Tucson,  Arizona  — April  28,  29,  30  and  May  1,  1965 

"BURNS,  TRAUMA  AND  ATHLETIC  MEDICINE" 

- SPEAKERS  - 

Gail  V.  Anderson,  M.D.,  Los  Angeles,  California 
Claude  S.  Beck,  M.D.,  Cleveland,  Ohio 
Warren  Guild,  M.D.,  Boston,  Massachusetts 
Ray  Heifer,  M.D.,  Denver,  Colorado 
Eichi  K.  Koiwai,  M.D.,  Huntingdon  Valley,  Penna. 

William  Mills  Jr.,  Captain,  M.  C.,  Fort  Sam  Houston,  Texas 
John  A.  Moncrief,  Colonel,  M.  C.,  Fort  Sam  Houston,  Texas 
Don.  H.  O’Donoghue,  M.D.,  Oklahoma  City,  Oklahoma 
Walter  E.  Switzer,  Lt.  Colonel,  M.  C.,  Fort  Sam  Houston,  Texas 
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The  big  question  has  been  answered  for  many  people.  The  report  of  the 
Surgeon-General  on  Smoking  and  Health  gave  strong  support  to  the 
overwhelming  evidence  accumulated  by  the  American  Cancer  Society 
over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational 
efforts,  with  teen-agers  the  specific  target.  Many  private  and  government 
agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon- 
General’s  report  has  been  blurred  with  the  passage  of  time.  Unless  those 
with  the  responsibility  for  protecting  health  act  vigorously,  the  public 
will  continue  to  lose  sight  of  the  risk... and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults 
to  stop  smoking  cigarettes?  How  to  influence  teen-agers  not  to  start? 
How  to  help  those  who  want  to  stop  but  can’t? 

Between  us,  doctor,  we  must  find  the  answers. 

american  cancer  society 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  tiuphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quallty-the  Priceless  Ingredient 

60UI»U  DIVISION  Olill 
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Physicians’ 

ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  amil- 
able  at  $3.50  for  the  first  fifty  words  or  less; 

5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  CameJback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

Al  2-9731 


Directory 

ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 

Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  - Ray  Fife,  M.D.,  F.A.C.S.*  - Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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Physicians’  Directory 

PATHOLOGY 


Pharmacy  Directory 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


SURGERY 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 
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Classified 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 

Internist,  age  32,  Military  Obligation  served. 

Completing  Training  June  1965. 
Interested  in  relocating  in  Phoenix  or  Tucson. 

REPLY: 

Box  64-6,  P.  O.  Box  128,  Scottsdale,  Arizona 


General  Practitioners  and  Internist  needed  for 
new  Medical  Center  in  fastest  growing  section 
of  Albuquerque  — 30,000  population  per  phy- 
sician at  this  time.  A new  area  with  good  income, 
stable.  Other  physicians  saturated  after  6 months 
practice. 

Reply  Box  64-5,  P.  O.  Box  1 28, 
Scottsdale,  Arizona 


Classified 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


Northwest  Phoenix  — Maryvale  Community 
Hospital  seeking  three  or  four  physicians  to  cover 
emergency  room,  full-time  or  part-time  basis. 
Salary,  plus  benefits.  Contact  Personnel  office 
939-6511,  Ext.  238  or  write  5102  West  Camp- 
bell, Phoenix,  Arizona  85031. 


PHYSICIANS  WANTED.  Positions  available  imme- 
diately for  well  qualified  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona. 


R.  N.  Anesthetist  needed  to  act  as  admin- 
istrator at  Grand  Canyon  Hospital,  P.  O.  Box  265, 
Grand  Canyon,  Arizona. 

Please  contact  by  letter  or  phone  638-2441 . 


Staff  nurses  needed  for  full-time  work.  If 
interested,  please  contact  by  letter  at  Grand  Can- 
yon Hospital,  P.  O.  Box  265,  Grand  Canyon, 
Arizona  or  by  phon  at  638-2441. 
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Classified 


Private  practice  available  for  Board  certified  or 
Board  eligible  Internist  at  Cottonwood,  Arizona. 
New  hospital  facilities  available,  plus  office  space. 
Estimated  income  of  approximately  $30,000  for 
first  year.  Any  other  necessary  information  please 
contact  Roland  W.  Wilpitz,  Administrator,  AAarcus 
J.  Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  Arizona  86326. 


LOCUM  TENENS  WANTED:  G.  P.  wanted  to  take 
over  busy  General  Practice  for  one  year  starting 
July  1,  1965.  Office,  located  next  to  hospital  with 
open  staff,  in  medical  building  with  X-ray  and 
Lab.  Future  holds  possibility  of  association.  Ari- 
zona license  required.  Financial  arrangements 
open.  Contact: 

D.  H.  Victor,  M.D. 

1901  E.  Thomas  Road 
Phoenix,  Arizona  85016 


FOR  SALE:  Keleket  X-ray  unit  type  90A1  40  MA 
W/Accessories.  Good  condition  and  serviceable. 
Very  reasonable.  For  information  call  or  write 
L.  Gawlik  252-6911,  P.  O.  Box  2511,  Phoenix, 
Arizona. 


Mature  G.P.  desires  permanent  relocation  to  Ari- 
zona. Family  practice  — College  — Industrial. 
Please  AIR  MAIL  correspondence. 

Solomon  Cutcher,  M.D. 

Box  1 82,  Ramey  Air  Force  Base 
Puerto  Rico  00604 


SITUATION  WANTED:  32  year  old  Board  eligible 
Internist  with  3 years  training  in  Internal  Medi- 
cine; additional  2 years  training  in  Renal  & Elec- 
trolyte Disorders;  former  Director  of  Medical  Edu- 
cation. Desires  to  settle  in  Southwest.  Wants 
mainly  consultative  practice  in  above  specialities. 
Trained  in  artificial  Kidney.  Curriculum  Vitae  upon 
request.  Excellent  references.  CONTACT: 

Ronald  W.  Shane,  M.D. 

Jackson  Memorial  Hospital 
Miami,  Florida 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  ExcepHonal  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


DOCTOR  your  bookkeeping 
Prescribe  POST-EZE 
SAVES  TIME 
SAVES  MONEY 

One  Writing  posts  all  records  — one 
simple  proof  proves  all  records 

SAVING  UP  TO  60% 

PEGBOARD  ACCOUNTING  FOR  PAYROLL 
ACCOUNTS  RECEIVABLE 
ACCOUNTS  PAYABLE  - PURCHASES 
CASH  DISBURSEMENT 

Call  or  Write  today 

LOFTIN^S  BUSINESS  FORMS 

31 11  N.  29th  Ave.,  PHOENIX 
PHOENIX  TUCSON 

254-6611  M A 2-2446 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATIONJNC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

19  North  Tyndall  — MAin  2-1567 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic® 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


zentinic* 

Multifactor  Hematinic  with  Vitamins 


V 


epilepsy  can  undermine  self-reliance 


“A  therapeutic  ‘bull's-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  eonvulsions  previously 
unrelieved  by  phenobarbital."*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation, ..improve  his 
prospects  for  employment ...  foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Periodic  examina- 
tion of  the  blood  is  advisable,  Nystagmus  in  com- 
bination with  diplopia  and  ataxia  indicates  dosage 
should  be  reduced.  Side  Effects:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever,  skin  eruptions, 
and  acute  generalized  morbilliform  eruptions  with 
or  without  fever.  Upon  discontinuation  of  therapy 
eruptions  usually  subside.  Rarely,  dermatitis  goes 


on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Though  mild  and  rarely  an  indi- 
cation for  stopping  dosage,  gingival  hypertrophy, 
hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children, 
adolescents,  and  young  adults.  During  initial  treat- 
ment, minor  side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  “nervousness, 
sleeplessness,  and  a feeling  of  unsteadiness.  All 
usually  subside  with  continued  use.  Hematologic 
disorders  including  megaloblastic  anemia,  leuko- 
penia, granulocytopenia,  pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  G.03  Gm. 

"Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 

2,  p.  865.  432R65  PARK^,  DAVIS  i COMPANY,  DtIml.Uichistn  mil 


Dilantin* 

(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 


PARKE-DAVIS 


BSP’  DISPOSABLE  UNIT 

H.W.SD.  BRAND  Of  SUIROBROMOPH1HALEIH  SODIUM  INJEaiOH,  U.S.P. 

(50  mg.  per  ml.) 


Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  lO’s  and  25's. 


HYNSON,  WESTCOTT  6l  DUNNING.  INC. 

< aspoT ) 


BALTIMORE,  MARYLAND  21201 


THE  DIAGNOSTIC  lABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  ; / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  * I MARCY  L.  SUSSAAAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 
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First  National  Bank's 
Trust  Department 

OFFERS 


PARK  CENTRAL  NORTH 
MEDICAL  BUILDING 

461  West  Catalina 
(Adjacent  to  Saint  Joseph's  Hospital) 
Phoenix,  Arizona 


PERSONALIZED 

INVESTMENT 


A FEW  CHOICE  SUITES 
AVAILABLE 

* All  utilities  and  janitor  services  furnished. 

* Complete  offices,  including  built-ins,  floor- 

covering, etc. 


MANAGEMENT 


* Covered  carports  for  physicians. 

* Ample  parking  for  patients. 


Your  investment  portfolio  can  be  tailored 
to  your  needs  and  objectives  through  con- 
tinuous professional  management. 

• • • You  may  wish  growth  type  securities. 

• • • Special  income  requirements  may  be 

important. 

• • • Tax  exempt  income  may  be  desirable. 

• • • Changing  income  or  family  situation 

may  require  new  objectives. 

First  National’s  investment  specialists 
will  assist  in  designing  a program  which 
will  meet  your  individual  needs,  and  carry 
out  the  complicated  details  of  investment 
management. 


NATIONAL 

BANK 

OF  ARIZONA 


Complete  Trust  Services  Statewide 

In  Tucson  call  Mr.  William  Coerver,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 

or  contact  your  nearest  office  manager  and  arrange  for 
an  appointment. 


Further  details  and  leasing  information  may 
be  obtained  by  calling; 

Park  Central  Executive  Offices  264-5575 
or 

L.  W.  Wadleigh 

8 A.M.-5  P.M.  264-5575,  after  5 P.M.  265-4333 


Your  Partner 

I N 

CONTINUITY  OF  CARE 


iJSSh 


. I 


W( 

SKILLED  CARE 
NURSING  HOME 

4202  N.  20TH  AVE.  • PHOENIX,  ARIZONA 
ONE  BLOCK  NORTH  OF  INDIAN  SCHOOL  RD. 
A Park  Central  Enterprise 


April,  1965 


249 


• • I 


disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL*  bandor  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.l.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.l.d.;  children  (pre-school  age),  Vz  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 

Winthrop  Laboratories,  New  York,  N.  Y. 
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In  your  busy  night-and-day 

•■•••:>$?• 

preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 


o'o 


■# 

’41- 


W 

# 

# 


■# 
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TRUST  DEPARTMENT 


RESOURCES  $1  BILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Hygroton^ 

brand  of 
chlorthalidone 

The  long-acting 
diuretic 
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ho  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  In  pregnancy.. .or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  \with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 

TRADE  MARK  ® 


itle4ical  Centef  OC-^a^  and  Clinical  d^aht-aUr^ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


things  go 

better,! 

^with 

CoKe 


11:47  pm  11:53  pm  12:06  am 
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Dr.  W.  Albert  Brewer 

President 


1964-65  Association  Officers 


• • 

• • PIONEER  HOTEL 
:S  TUCSON,  ARIZONA 

• • April  27  thru  May  1,  1965 

• • 


Dr.  James  E.  O’Hare 

President-Elect 


SCIENTIFIC  SESSIONS - 

Eleven  Renowned  Speakers 
Twelve  Scientific  Papers 
Four  Panel  Presentations 


SOCIAL  ACTIVITIES - 

Mexican  Fiesta,  Golf,  Bowling,  Trip 
to  Mexico,  Dinner  Dance  and  much 
more. 


Dr.  Paul  B.  Jarrett 

Vice-President 


MESSAGE  CENTER - 

Operating  for  your  emergency  calls  at 
the  Registration  Desk  daily. 


REGISTRATION  - 

Starting  at  7:30  A.M.  daily.  Tickets  for  all  ArMA  spon- 
sored functions  are  available  at  the  Registration  Desk. 


Dr.  C.  E.  Henderson 

Secretary 


HOBBY  SHOW- 

The  Women's  Auxiliary  are  again  sponsoring  this  great 
show  daily  in  Parlors  I and  J.  Be  sure  to  visit  it.  . . . 


EXHIBITS  - 

Forty-four  Commercial  Exhibits,  Four  Scientific  Exhibits  and  Nine  Technical 
Exhibits  for  your  edification.  . . . 

Don't  miss  the  special  "Medicine  on  the  Arizona  Frontier"  which  is  located 
at  949  East  Second  Street.  . . . 


Dr.  A.  \ . Dudley  Jr. 

Treasurer 
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Other  Directors 


Dr.  Lindsay  E.  Beaton 

Delegate  to  AMA 


Dr.  Robert  F.  Lorenzen 
E ditor-in-C  hief 


Dr.  Walter  Brazie 

Speaker  of  the  House 


Dr.  William  B.  Steen 

Past  President 
and 

Alternate  Delegate 
to  AMA 
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District 

CENTRAL  DISTRICT 


Dr.  Richard  O.  Flynn 

Tempe 


Dr.  W.  Shaw  McDaniel 

Phoenix 


Dr.  Noel  G.  Smith 

Phoenix 


Dr.  Robert  A.  Price 
Phoenix 


Dr.  Ashton  B.  Taylor 

Phoenix 


Directors 


NORTHWESTERN  AND 
NORTHEASTERN  DISTRICTS 


Dr.  A.  H.  Dysterheft  Dr.  Hugh  Dieker 

Northeastern  District  Northwestern  District 


SOUTHWESTERN  AND 
SOUTHEASTERN  DISTRICTS 


Dr.  Deward  G.  Moody 

Southeastern  District 


Dr.  Howard  W.  Finke 

Southwestern  District 


SOUTHERN  DISTRICT 


Dr.  Richard  L.  Dexter 

Tucson 


Dr.  P.  G.  Deriekson 

Tucson 


Dr.  Hermann  S.  Rlui,  Jr. 

Tucson 


0 
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Your  Staff 


The  past  twelve  months  has  seen  many  ehanges  in  the  Central  Office. 
On  July  1st  separation  of  the  Board  of  Medical  Examiners  and  the  Ari- 
zona Medical  Association  took  place.  Mr.  Carpenter  is  now  devoting  full 
time  to  the  work  of  the  Association  and  Mr.  Paul  Boykin  devotes  his 
time  to  the  work  of  the  Board  of  Medical  Examiners.  One  month  follow- 
ing the  split  of  the  organizations  we  moved  into  new  offices  which 
brought  about  the  complete  physical  separation. 


Mrs.  Ula  Rae  Taylor 


Mr.  Robert  Carpenter 


Mr.  Bruce  E.  Robinson 


Mr.  Kenneth  Cramer 


Our  new  offices  are  located  in  the  Safari 
Building,  Suite  201,  4601  North  Scottsdale 
Road  right  next  door  to  the  Safari  Hotel.  You 
are  most  sincerely  invited  to  drop  in  and  visit 
the  new  facilities. 

Mr.  Bobert  Carpenter,  Executive  Secretary 
for  over  fifteen  years  is  still  in  firm  control  of 
the  Central  Office  operation.  Mr.  Bruce  E. 
Robinson  who  is  starting  on  his  second  year 
with  the  Association  was  recently  appointed 
Assistant  Executive  Secretary. 

Mrs.  Ula  Rae  Taylor,  the  “old  hand”  in 
terms  of  service,  is  Mr.  Carpenter’s  secretary. 
She  will  be  completing  four  years  next  July. 

Eebruary  saw  the  end  of  Miss  Nancy  Le- 
fevre’s  first  year  of  service.  She  is  our  girl  of 
many  chores  and  fills  in  wherever  needed. 

Mrs.  Evelyn  Kuebler,  who  started  with  the 
Association  just  after  last  year’s  Annual  Meet- 
ing is  doing  a grand  job  as  Editorial  Secretary 
for  the  Journal  as  well  as  serving  as  secretary 
for  Bruce. 

Our  newest,  youngest  and  perhaps  the  pret- 
tiest staff  member  is  Miss  Joan  Martin  who 
comes  to  us  from  Wyoming  and  does  our  fil- 
ing, phone  answering  and  reception  work. 

Last  but  not  least  is  our  Accountant,  Mr. 
Kenneth  Cramer,  who  is  completing  his  sec- 
ond year. 

The  entire  staff  will  be  at  the  Annual  Meet- 
ing to  assist  you  in  any  way  they  can. 


Miss  Nancy  Lefevre 


Mrs.  Evelyn  Kuebler 


Miss  Joan  Martin 
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Gail  V.  Anderson,  M.D. 

Los  Angeles,  California 


Guest 

Speakers 


Claude  S.  Beck,  M.D. 

Cleveland,  Ohio 


Richard  D.  Grand, 

Attorney  at  Law 
Tucson,  Arizona 


Ray  E.  Heifer,  M.D. 

Denver,  Colorado 


Warren  Guild,  M.D. 

Boston,  Massachusetts 


Eichi  K.  Koiwai,  M.D. 

Philadelphia,  Pa. 


William  Mills,  Jr.,  Captain,  MC 

Fort  Sam  Houston,  Texas 


John  A.  Moncrief,  Colonel, 
Fort  Sam  Houston,  Texas 


Don  H.  O’Donoghue,  M.D. 

Oklahoma  City,  Oklahoma 


Robert  L.  Steely,  Walter  E.  Switzer,  Lt.  Col.,  MC 

Attorney  at  Law  Fort  Sam  Houston,  Tc.\as 

Houston,  Texas 
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4:00  PM. 
7:00  P.M. 
8:00  P.M. 


8:00  A.M. 
9:50  A.M. 


11:30  A.M. 
12:00  NOON 
1:00  P.M. 
2:00  P.M. 
2:30  P.M. 
3:15  P.M,. 
7:00  P.M. 
8:00  P.M. 


7:00  A.M. 
7:30  A.M. 

9:15  A.M. 
9:45  A.M. 
10:30  A.M. 
11:00  A.M. 
12:00  NOON 


1:45  P.M. 


2:15  P.M. 


3:15  P.M. 


Official  fProgram 


TUESDAY,  APRIL  27,  1965  Business  Program 

Arizona  Territorial  Medicine  Publication,  Ad  Hoc  Committee  for  Green  Room 

BOARD  OF  DIRECTORS  Dinner  Chinese  Room 

Board  Meeting  Hacienda  Room 

WEDNESDAY,  APRIL  28,  1965  Business  Program 

HOUSE  OF  DELEGATES  — First  Meeting  Terrace  Ballroom 

GENERAL  SESSION  — Opening  Exercise  Terrace  Ballroom 

Call  to  Order  — W.  Albert  Brewer,  M.D.,  President 
Invocation  and  Memorial  Service 

The  Most  Rev.  Francis  J.  Green,  Bishop,  Diocese  of  Tucson 
Welcome  — Pima  County  Medical  Society,  Hermann  S.  Rhu,  Jr.,  M.D.,  President 
Response  — Yuma  County  Medical  Society,  A.  J.  Ochsner,  III,  M.D.,  President 
Introduction  of  Distinguished  Guests  — W.  Albert  Brewer,  M.D.,  President 
Introduction  of  Incoming  President  — W.  Albert  Brewer,  M.D.,  President 


Presidential  Address  — James  E.  O'Hare,  M.D. 

BLUE  SHIELD  — Annual  Corporation  Meeting ....Terrace  Ballroom 

Perinatal  Mortality  Subcommittee  Meeting  (Luncheon)  Green  Room 

Annual  Handicap  Golf  Tournament  — Oro  Valley  Country  Club 

Annual  Bowling  Tournament Lucky  Strike  Lanes 

Reference  Committee  — Blue  Shield  ..Green  Room 

Reference  Committee  — ArMA  Chinese  Room 

RECEPTION  ..Pool  Terrace 

MEXICAN  FIESTA  DINNER  Pool  Terrace 

Leo  Saldona's  Mariachi  Music 


THURSDAY,  APRIL  29,  1965  Scientific  Program 


Breakfast  Mediterranean  Room 

Panel  Discussion  Mediterranean  Room 

'Burns" 


Moderator  — Henry  Limbacher,  M.D.  Discussants  — John  A.  Moncrief,  Col.,  MC; 
Walter  E.  Switzer,  Lt.Col.,  MC;  William  Mills,  Jr.,  Capt.,  M.C. 

"Bacteremic  Shock"  Terrace  Ballroom 

GAIL  V.  ANDERSON,  M.D.,  LOS  ANGELES,  CALIFORNIA 

Hermann  S.  Rhu,  Jr.,  M.D Moderator 

"Common  Poisonings  in  Children"  ..Terrace  Ballroom 

RAY  HELPER,  M.D.,  DENVER,  COLORADO 

Richard  J.  Martin,  M.D Moderator 

"The  Physiology  of  Physical  and  Psychological  Stress  — Part  I"  ....Terrace  Ballroom 
WARREN  GUILD,  M.D.,  BOSTON,  MASSACHUSETTS 

Charles  W.  McMoran,  M.D.  Moderator 

"The  Heart  and  Its  Blood  Supply  — Physiology"  .Terrace  Ballroom 

CLAUDE  S.  BECK,  M.D.,  CLEVELAND,  OHIO 

James  E.  O'Hare,  M.D Moderator 

SPECIALTY  LUNCHEON  MEETINGS 


American  College  of  Obstetrics  and  Gynecology,  Arizona  Section. ...Chinese  Room 
"Management  of  Acute  Ob-Gyn  Problems" 

GAIL  V.  ANDERSON,  M.D.,  LOS  ANGELES,  CALIF.  - Guest  Speaker 

American  College  of  Surgeons,  Arizona  Chapter  Green  Room 

"Prevost  and  Battelli" 

CLAUDE  S.  BECK,  M.D.,  CLEVELAND,  OHIO  - Guest  Speaker 

Arizona  Society  of  Pathologists,  O.  O.  Williams,  M.D.,  Lecture East  Room 

Maurice  Rosenthal,  M.D.  — Guest  Speaker 

"Treatment  of  Ligament  Injuries  of  the  Knee"  Terrace  Ballroom 

DON  H.  O'DONOGHUE,  M.D.,  OKLAHOMA  CITY,  OKLAHOMA 

Philip  G.  Derickson,  M.D.  Moderator 

"Major  Accidents  and  Injuries  in  Judo"  Terrace  Ballroom 

E.  K.  KOlWAI,  M.D.,  HUNTINGDON  VALLEY,  PENNSYLVANIA 

Louis  Hirsch,  M.D Moderator 

"Mock  Trial"  Terrace  Ballroom 

Ian  M.  Chesser,  M.D.,  Tucson,  Arizona;  Richard  D.  Grand,  Tucson,  Arizona;  John 
R.  Schwartzmann,  M.D.,  Tucson,  Arizona;  Robert  L.  Steely,  Houston,  Texas 
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6:00  P.M. 
6:30  P.M. 
7:30  P.M. 


^Official 


Arizona  Chapter  — Western  Reserve  Medical  School  Green  Room 

Alumni  Association  — Social  Hour  and  Meeting 
Reception  — Welcome  to  Edward  R.  Annis,  M.D. 

No  Host  Cocktails  Terrace  Ballroom 

ArMPAC  Dinner  ....Terrace  Ballroom 


Edward  R.  Annis,  M.D.,  Guest  Speaker  "What  is  our  Future  in  Washington" 


FRSDAY,  APRIL  30,  1 965  — Scientific  Program 


7:00  A.M. 
7:30  A.M. 

9:15  A.M. 
9:45  A.M. 
10:30  A.M. 

1 1:00  A.M. 
12:00  NOON 


Breakfast  Mediterranean  Room 

Panel  Discussion  Mediterranean  Room 

'Traumatic  Neuroses" 

Moderator  — Juan  E.  Fonseca,  M.D.  — Discussants  — Lindsay  E.  Beaton,  M.D.; 
William  B.  McGrath,  M.D.;  Robert  L.  Steely;  James  L.  Parsons,  M.D.;  Jerry  Villano 

"Hazardous  Drugs  During  Pregnancy"  Terrace  Ballroom 

GAIL  V.  ANDERSON,  M.D.,  LOS  ANGELES,  CALIF. 

Edward  Sattenspiel,  M.D Moderator 

"Pediatrician's  View  of  Athletic  Participation"  ....Terrace  Ballroom 

RAY  HELPER,  M.D.,  DENVER,  COLORADO 

Richard  B.  Johns,  M.D Moderator 

'Injuries  of  the  Muscle-Tendon  Unit" 

DON  H.  O'DONOGHUE,  M.D.,  OKLAHOMA  CITY,  OKLAHOMA 

Arthur  R.  Nelson,  M.D Moderator 

'Coronary  Artery  Disease  in  the  Living  State" 

CLAUDE  S.  BECK,  M.D.,  CLEVELAND,  OHIO 

Earl  J.  Baker,  M.D Moderator 

SPECIALTY  LUNCHEON  MEETINGS 


Arizona  Academy  of  General  Practice  East  Room 

American  College  of  Chest  Physicians,  Arizona  Chapter  Chinese  Room 

CLAUDE  S.  BECK,  M.D.,  Guest  Speaker 

Western  Orthopedic  Association,  Arizona  Chapter  Hacienda  Room 

DON  H.  O'DONOGHUE,  M.D.,  Guest  Speaker  "Injuries  to  the  Shoulder  Girdle" 
Coaches  and  Trainers  throughout  Arizona  have  been  invited  as  guests  for  this  afternoon  session. 
1 -45  P.M.  'The  Physiology  of  Physical  and  Psychological  Stress  — Part  2" 

WARREN  GUILD,  M.D.,  BOSTON,  MASSACHUSETTS  Terrace  Ballroom 

Ralph  A.  Jackson,  Jr.,  M.D ..Moderator 

2-15  P.M.  "The  Prevention  of  Injuries  and  First  Aid  in  Judo" Terrace  Ballroom 

E.  K.  KOlWAI,  M.D.,  HUNTINGDON  VALLEY,  PENNSYLVANIA 

Bernard  W.  Simons,  Jr.,  M.D Moderator 

3:00  P.M.  JUDO  DEMONSTRATION  — Terrace  Ballroom 


William  K.  Carson,  Sandan  of  the  Rendo  Kan  Dojo,  Tucson,  Arizona 


3:15  P.M.  'Athletic  Medicine"  Terrace  Ballroom 

Moderator  — Warren  D.  Eddy,  Jr.,  M.D.  Discussants  — Ray  Heifer,  M.D.;  E.  K. 
Koiwai,  M.D.;  Don  H.  O'Donoghue,  M.D.;  Warren  Guild,  M.D. 

7:30  P.M.  PRESIDENT'S  RECEPTION  Pool  Terrace 

8:30  P.M.  PRESIDENT'S  DINNER  DANCE  Terrace  Ballroom 


Tiny  Fortman 
Arthur  Murray  Dancers 


8:00  A.M. 
11:30  A.M. 
12:00  NOON 


2:30  P.M. 


SATURDAY,  MAY  1,  1965  - Business  Program 

HOUSE  OF  DELEGATES  Terrace  Ballroom 

Second  Meeting 

BLUE  SHIELD  Terrace  Ballroom 

Annual  Corporation  — Second  Meeting 
SPECIALTY  LUNCHEON  MEETINGS 

Arizona  Society  of  Pediatrics  - Chinese  Room 

Guest  Speaker:  Howard  Kuder,  M.D. 

"The  Newer  Antibiotics  and  Their  Uses  and  Abuses  in  Pediatric  Care 

Arizona  Ophthalmological  Society  Hacienda  Room 

Guest  Speaker:  John  Henderson,  M.D.  — Mayo  Clinic 
5:30  P.M.  Social  Hour  — Mediterranean  Room 
6:30  P.M.  Dinner  — East  Room 


April,  1965 
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Mrs.  Richard  B.  Johns 

President 


WOMAN'S  AUXILIARY 

to  the 

Arizona  Medical 
Association 
35th  Annual  Meeting 

Official  f^rogram 

General  Chairman:  Mrs.  William  Scott 
Co-Chairman:  Mrs.  Richard  F.  Dahlen 
Honorary  Chairman:  Mrs.  James  E.  O’Hare 
Hostess  Auxiliary:  Pima  County  Medical  Society 


Mrs.  Hubert  Estes 

President-Elect 


Wednesday,  April  28,  1965 

9:30  A.M.  Registration  — Hospitality 

Room  Terrace  Lounge 

9:30  A.M.  Student  Nurse  Loan  Committee 

Meeting  Corner  Room 

Mrs.  Howard  Purcell 

1:30  P.M.  Finance  Committee  Meeting. Corner  Room 
Mrs.  John  Eisenbeiss 

1:30  P.M.  Nominating  Committee 

Meeting  Pennington  Room 

Mrs.  Clare  W.  Johnson 

2:30  P.M.  Pre-Convention  State 

Board  Meeting  Corner  Room 

Mrs.  Richard  B.  Johns 

7:00  P.M.  Reception  Pool  Terrace 

8:00  P.M.  Mexican  Fiesta  Dinner Pool  Terrace 

Thursday,  ApriJ  29,  1965 

9:00  A.M.  Registration  — Hospitality 

Room  Terrace  Lounge 

9:00  A.M.  Continental  Breakfast East  Room 

9:30  A.M.  FIRST  GENERAL  SESSION.  .East  Room 

Welcome  — Mrs.  William  Scott,  Chairman 
Standing  Committee  Reports 
Nominating  Committee  Reports 
Election  of  Officers 
In  Memoriam 

11:00  A.M.  Recess  of  First  General  Session 

11:00  A.M.  New  Executive  Board 

Meeting  Corner  Room 

Mrs.  Hubert  Estes 

11:30  A.M.  Trip  to  Nogales,  Sonora,  Mexico. 

Meet  in  Hospitality  Room 
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Friday,  April  30,  1965 

9:00  A.M.  Coffee— Hospitality  Room. Terrace  Lounge 
Visit  the  Hobby  Exhibit 
Golf  (optional)— Inquire  Hospitality  Room 
Bridge  (optional)— Inquire  Hospitality 
Room  — Pennington  Room 
11:15  to  Transportation  from  Pioneer  Hotel  to 

11:30  A.M.  Tucson  National  Golf  Club 

12:00  Noon  Luncheon  . . . .Tucson  National  Golf  Club 
SECOND  GENERAL 

SESSION  . .Tucson  National  Golf  Club 
County  Presidents’  Reports 
President’s  Report 
Address  by  National  Officer 
Installation  of  Officers 
Acceptance  — Mrs.  Hubert  Estes 
Adjournment  of  Thirty-Fifth  Annual 
Meeting 

Post  Convention  Board  Meeting 
Mrs.  Hubert  Estes 

7:30  P.M.  President’s  Reception  Pool  Terrace 

8:30  P.M.  President’s 

Dinner  Dance Terrace  Ballroom 

Hobby  Exhibit ...  Parlors  I and  J 

The  Women's  Auxiliary  again  bring  together  a 
wonderful  hobby  exhibit  that  everyone  should 
take  time  to  visit.  Open  daily. 
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In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (ThiammeMononitrate!  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bft  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorative  "re- 

minder"  jars  of  30  and  100;  bottles  of  500. 

^^^^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y 
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Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  P.  O.  Box  128 

Scottsdale,  Arizona  85252 

OFFICERS  AND  DIRECTORS 
1964-65 

W.  Albert  Brewer,  M.D President 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

James  E.  O’Hare,  M.D ....President-elect 

1613  N.  Tucson  Blvd.,  Tucson,  Arizona 

Paul  B.  Jarrett,  M.D Vice  President 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Charles  E.  Henderson,  M.D Secretary 

753  E.  McDowell  Rd.,  Phoenix,  Arizona 

Arthur  V.  Dudley,  Jr.,  M.D Treasurer 

1524  N.  Norton  Ave.,  Tucson,  Arizona 

Walter  Brazie,  M.D Speaker  of  the  House 

P.  O.  Box  631,  Kingman,  Arizona 

Robert  F.  Lorenzen,  M.D Editor-in-Chief 

550  W.  Thomas  Rd.,  Phoenix,  Arizona 

Lindsay  E.  Beaton,  M.D Delegate  to  AMA 

123  S.  Stone  Ave.,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Delegate  to  AMA 

909  E.  Brill  St.,  Phoenix,  Arizona 

William  B.  Steen,  M.D Alternate  Delegate  to  AMA 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

Daniel  T.  Cloud,  Jr.,  M.D Alternate  Delegate  to  AMA 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

DISTRICT  DIRECTORS 

Richard  O.  Flynn,  M.D Central  District 

2210  S.  Mill  Ave.,  Tempe,  Arizona 

W.  Shaw  McDaniel,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Robert  A.  Price,  M.D Central  District 

3602  N.  15th  Ave.,  Phoenix,  Arizona 

Noel  G.  Smith,  M.D Central  District 

3614  N.  15th  Ave.,  Phoenix,  Arizona 

Ashton  B.  Taylor,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Arnold  H.  Dysterheft,  M.D Northeastern  District 

McNary  Hospital,  McNary,  Arizona 

Hugh  E.  Dierker,  M.D Northwestern  District 

505  N.  Beaver  St.,  Flagstaff,  Arizona 

Deward  G.  Moody,  M.D Southeastern  District 

Stage  Building,  Nogales,  Arizona 

Philip  G.  Derickson,  M.D Southern  District 

744  N.  Country  Club  Rd.,  Tucson,  Arizona 

Richard  L.  Dexter,  M.D Southern  District 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

Hermann  S.  Rhu,  Jr.,  M.D Southern  District 

5th  St.  & Alvernon  Way,  Tucson,  Arizona 

Howard  W.  Finke,  M.D Southwestern  District 

Magma  Hospital,  Superior,  Arizona 

COMMITTEES  - 1964-65 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  committees  imless  otherwise  specified. 
ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Walter  Brazie,  M.D.,  Chairman  (Kingman) 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
Jr.,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson) 

EXECUTIVE  COMMITTEE:  W.  Albert  Brewer,  M.D.,  Chairman 
(Phoenix) 

GRIEVANCE  COMMITTEE:  William  B.  Steen,  M.D.,  Chairman 
(Tucson) 

HISTORY  & OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Chairman  (Phoenix) 

INDUSTRIAL  RELATIONS  COMMITTEE:  John  H.  Ricker,  M.D., 
Chairman  (Phoenix) 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chairman 
(Phoenix) 

MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 

Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  Jack  E.  Brooks,  M.D.,  Chair- 
man (Phoenix) 

PUBLIC  RELATIONS  COMMITTEE:  Paul  B.  Jarrett,  M.D., 
Chairman  (Phoenix) 

PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix) 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  L.  Dexter, 
M.D.,  Chairman  (Tucson) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1965 

APACHE:  Ellis  W.  List,  Jr..  M.D.,  President,  McNary;  Ira  L. 
Casey,  M.D.,  Secretary,  Box  299,  Springerville. 

COCHISE:  Charles  W.  McMoran,  M.D.,  President,  P.  O.  Box 
278,  Sierra  Vista;  Kenneth  A.  Dregseth,  M.D.,  Secretary, 
P.  O.  Box  1192,  Bisbee. 

COCONINO:  Leo  J.  Ankenbrandt,  M.D.,  President,  2222  E. 
Cedar  Ave.,  Flagstaff;  Steven  Spencer,  M.D.,  Secretary,  108 
W.  Birch,  IHagstaff. 

GILA:  Charles  A.  Bejarano,  M.D.,  President,  7188  Sullivan 

Street,  Miami;  Robert  V.  Horan,  M.D.  Secretary,  703  Ash 

Street,  Globe. 

GRAHAM:  John  H.  Walker,  M.D.,  President,  702  8th  Avenue, 
Safford;  Donald  E.  Nelson,  M.D.,  Secretary,  503  5th  Avenue, 
S afford. 

GREENLEE:  Stanton  C.  Lovre,  M.D.,  President,  Box  1687, 

Clifton;  Gerhard  L.  Ihm,  M.D.,  Secretary,  Phelps  Dodge  Hos- 
pital, Morenci. 

MARICOPA:  Richard  O.  Flynn,  M.D.,  President,  2210  S.  Mill 
Ave.,  Tempe;  David  R.  Long,  M.D.  Secretary,  550  W. 

Thomas  Road,  Phoenix. 

(Society  Office  — 2025  North  Central  Avenue,  Phoenix) 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 

Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  Kingman. 

NAVAJO:  Robert  J.  Haley,  HI,  M.D.,  President,  P.O.  Box  937, 
Holbrook;  Harry  S.  Beckwith,  M.D.,  Secretary,  Santa  Fe 
Emergency  Hospital,  Winslow. 

PIMA:  Hermann  S.  Rhu,  Jr.,  M.D.,  President,  Alvernon  & Fifth 
St.,  Tucson,  Elliott  E.  Stearns,  Jr.,  M.D.,  Secretary,  2442  E. 
Elm  St.,  Tucson. 

(Society  Office  — 2555  East  Adams  Street,  Tucson) 

PINAL:  James  H.  Boyd,  M.D.,  President,  291  West  Wilson 
Avenue,  Coolidge;  William  J.  Clemans,  HI,  M.D.,  Secre- 
tary, 1616  Main  Street,  Florence. 

SANTA  CRUZ:  Deward  G.  Moody,  M.D.,  President,  711  Morley 
Avenue,  Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler 
Building,  Nogales. 

YAVAPAI:  W.  David  Rummel,  Jr.,  M.D.,  President,  114  North 
Montezuma,  Prescott;  William  R.  Shepard,  M.D.,  506  West 
Gurley  Street,  Prescott. 

YUMA:  A.  J.  Ochsner  II,  M.D.,  President,  630  E.  26th  Place, 
Yuma;  Charles  R.  McReynolds,  M.D.,  Secretary,  2232  - 17th 
Place,  Yuma. 

WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1964-65 

President  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

President-elect  Mrs.  Hubert  Estes  (Mickie) 

Route  2 — Box  741  B,  Tucson,  Arizona  85715 

1st  Vice  President  Mrs.  Robert  G.  Delph  (Grace) 

651  Sunland  Drive  E.,  Chandler,  Arizona 

2nd  Vice  President  Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  St.,  Phoenix,  Arizona 

Treasurer:  Mrs.  Seymour  Shapiro  (Arline) 

5433  E.  Eighth  Street,  Tucson,  Arizona 

Recording  Secretary Mrs.  Hermann  S.  Rhu  (Ruth) 

2138  E.  Juanita,  Tucson,  Arizona 

Corresponding  Secretary Mrs.  Joe  L.  Bonnet  (Lorri) 

450  E.  Ocotillo  Rd.,  Phoenix,  Arizona 

Director  (1  year)  Mrs.  Clare  W.  Johnson  (MaryAime) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

Director  (1  year) Mrs.  William  H.  Lyle  (Jill) 

1400  - 16th  Place,  Yuma,  Arizona 

Director  (2  years) Mrs.  Juan  Fonseca  (Virginia) 

Route  2,  Box  741,  Tucson,  Arizona 

SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President Dr.  Carlos  Tapia  Tellez,  Esq. 

Boulevard  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

President-elect  Dr.  L.  Maxwell  Lockie 

130  Morris  Avenue,  Buffalo  14,  New  York 

Vice  President Dr.  Alfonso  Topete  Duran 

Guadalajara,  Jahsco,  Mexico 

Secretary  for  the  United  States Dr.  James  D.  Nauman 

1603  North  Tucson  Boulevard,  Tucson,  Arizona 

Secretary  for  Mexico  Dr.  Felix  Michel 

Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States Dr.  Lucy  A.  Vemetti 

2021  North  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico Dr.  Eduardo  Gonzales  Murguia 

Guadalajara,  Jalisco,  Mexico 

Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 


Complete  officer  and  committee  listings  will  appear  in  the  December  issue. 
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Arizona  Medical  Association  Reports 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona  Medi- 
cal Association,  Inc.,  held  Sunday,  February  14,  1965,  in 
the  French  Quarter  of  the  Safari  Hotel,  Scottsdale,  Ari- 
zona, convened  at  10:00  A.  M.,  Paul  B.  Jarrett,  M.D., 
Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Brazie,  Walter;  Brewer,  W.  Albert,  President; 
Cloud,  Daniel  T.;  Derickson,  Philip  G.;  De.xter,  Richard 
L.;  Dierker,  Plugh  E.;  Dudley,  Jr.,  Arthur  V.,  Treasurer; 
Dysterheft,  Arnold  H.;  Finke,  Howard  W.;  Flynn,  Rich- 
ard O.;  Henderson,  Charles  E.,  Secretary;  Jarrett,  Paul 
B.,  Vice  President  & Chairman;  McDaniel,  W.  Shaw; 
Melick,  Dermont  W.;  O’Hare,  James  E.,  President-Elect; 
Price,  Robert  A.;  Smith,  Noel  G.;  Taylor,  Ashton  B. 
Counsel: 

Mr.  Jacobson,  Edward. 

Staff: 

Carpenter,  Robert,  E.xecutive  Secretary;  Robinson, 
Bruce  E.,  E.xecutive  Assistant. 

Guests: 

Dr.  Hamer,  Jesse  D.,  Chairman,  Legislative  Commit- 
tee; Mr.  Boykin,  Paul  R.,  Executive  Secretary  — Board 
of  Medical  Examiners  — State  of  Arizona. 

Excused: 

Drs.  Beaton,  Lindsay,  E.;  Lorenzen,  Robert  F.; 
Moody,  Deward  G.;  Rhu,  Jr.,  Hermann  S ; Steen,  Wil- 
liam B. 

MINUTES 

Minutes  of  the  meeting  of  the  Board  of  Directors  held 
December  6,  1964,  approved. 

PROFESSIONAL  COMMITTEE 

Jack  E.  Brooks,  M.D.,  Chairman,  Professional  Com- 
mittee, invited  to  attend  this  meeting  reports  inability 
to  be  present,  being  out  of  town. 

Sheltered  Care  Homes  — Rules  and  Regulations 

Approved  the  recommendations  of  this  body  accepting 
the  Revised  Minimum  Standards  for  Sheltered  Care 
Homes,  promulgated,  circularized  and  finally  submitted 
by  the  Arizona  State  Health  Department,  it  being  the 
Committee’s  opinion  that  the  suggested  additions  thereto 
requiring  a financial  statement  and  provision  for  opera- 
tor-manager professional  qualification,  would  enhance 
the  quality  of  medical  care  for  nursing  patients  housed 
in  such  homes. 

Approved  further  recommendation  of  this  Committee 
that  the  Legislative  Committee  be  made  aware  of  the 
completely  inadequate  vendor  payments  presently  pro- 
vided for  such  nursing  care,  urging  it  to  be  alert,  seri- 
ously review  and  support  any  measure  introduced  dur- 
ing the  current  State  Legislature  which  will  more  ade- 
quately provide  therefor. 

Disaster  Planning 

Approved  recommendation  of  this  Committee  in  sup- 
port of  the  employment  by  the  Arizona  State  Depart- 
ment of  Health  of  a full-time  employee,  qualified  in  the 
field  of  disaster  planning  to  actively  pursue  a program 
of  disaster  planning,  seeking  favorable  consideration 
thereof  by  the  State  Board  of  Health. 

Mental  Health  — Medical  Advisory  Board 

Approved  recommendation  to  the  Governor  that  there 


be  established  a “Medical  Advisory  Board”  to  the  Ari- 
zona State  Hospital  Board  and  medical  administrator, 
consisting  of  five  (5)  Arizona  licensed  practicing  doctors 
of  medicine,  three  of  whom  shall  be  psychiatrists  and 
two  non-psychiatrists,  to  be  recommended  by  the  Ari- 
zona Medical  Association. 

Food  Handlers  Certification 

Tabled  recommendtition  of  amendment  of  Rule  No.  6 
of  the  Rules  and  Regulations  of  the  Arizona  State  De- 
partment of  Health,  governing  control  of  communicable 
diseases.  At  the  close  of  the  meeting  this  matter  was  re- 
moved from  the  “table”  and  referred  back  to  the  Public 
Health  Subcommittee  of  the  Professional  Committee  for 
further  consideration  and  recommendation. 

School  Health  Education 

Approved  recommendation  that  this  Association  favor 
and  give  full  support  and  guidance  to  all  efforfs  of  the 
Department  of  Public  Instruction  to  upgrade  health  edu- 
cation in  the  elementary  and  secondary  schools  in  Ari- 
zona. 

S/S  Rejectee  Referral 

Received  rejiort  that  former  Governor  Fannin,  on 
December  23,  1964,  named  the  Arizona  State  Health 
Department  as  the  agency  in  this  State  which  will  set  up 
and  administer  the  Selective  Service  Rejectee  Referral 
Program,  recommended  by  this  Association. 

BOARD  OF  DIRECTORS 

Board  of  Medical  Examiners 

In  the  matter  of  anticipated  membership  vacancies  on 
the  Board  of  Medical  Examiners  of  the  State  of  Arizona, 
July  1,  1965,  Dr.  Elynn,  President,  Maricopa  County 
Medical  Society,  in  its  behalf,  recommended  Doctors 
Jack  E.  Brooks,  Noel  G.  Smith  and  Robert  A.  Price,  all 
of  Phoenix,  as  its  nominees  to  fill  one  of  the  vacancies 
for  the  term  of  five  years. 

Advisory  Survey  and  Construction  Council 

Received  report  that  former  Governor  Fannin,  on  De- 
cember 15,  1964,  appointed  Arnold  H.  Dysterheft,  M.D., 
of  McNary,  a member  of  the  Hospital  Advisory  Survey 
and  Construction  Council,  succeeding  William  B.  Steen, 
M.D.,  for  a term  of  office  commencing  January  1,  1965 
and  e.xpiring  January  1,  1969. 

Arizona  Atomic  Energy  Commission 

At  the  request  of  the  Arizona  Atomic  Energy  Commis- 
sion, nominated  Doctors  Robert  PI.  Thoeny  (R),  Phoenix; 
Bland  Giddings  (PATH),  Mesa;  Robert  E.  Elynn  (R), 
Phoenix;  John  P.  Heileman  (I),  Phoenix;  and  Schuyler 
V.  Hilts  (I),  Tucson,  to  serve  as  a Medical  Advisory  Com- 
mittee to  the  Commission. 

Orderly  Alignment  of  Blue  Shield 

Received  report  of  the  Ad  hoc  Committee  to  Study  the 
Orderly  Alignment  of  Blue  Shield,  conclusions  and  rec- 
ommendations arrived  at  in  meeting  held  January  24, 
1965,  to  wit:  (1)  The  transfer  of  hospital  x-ray  and  labor- 
atory fees  from  Blue  Shield  is  strongly  opposed  by  I he 
Arizona  Ho.spital  Association  because  of  the  problems 
and  difficulties  that  would  be  encountered  by  tlicir  ac- 
counting departments;  (2)  there  appears  to  be  nothing- 
in  the  original  enabling  acts  for  tlic  formation  of  Blue 
Cross-Blue  Shield  that  prevents  cither  division  from  pay- 
ing either  hospital  or  professional  fees.  The  limitations 
are  apparently  in  the  indi\idual  corporate  charters,  and 
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consideration  should  be  given  to  changing  these  charters 
to  allow  a broader  scope  of  activity;  (3)  since  the  corpo- 
rate practice  of  medicine  is  prohibited,  and  since  the 
practice  of  radiology  and  pathology  are  recognized  as 
the  practice  of  medicine,  all  hospitals  should  note  on 
bills  rendered  patients  that  they  are  acting  as  billing 
agents  for  certain  radiologists  and  pathologists  whose 
names  shall  also  appear  on  the  bills;  and  (4)  further 
studies  relative  to  the  realignment  of  hospital  x-ray  and 
laboratory  fees  from  Blue  Cross  to  Blue  Shield  should 
be  undertaken  when  newer  hospital  accounting  proced- 
ures allow  for  a smooth  transition,  and  if  still  deemed 
advisable  at  that  time. 

AHA  Resolution 

Received,  through  legal  counsel  of  the  Arizona  Hos- 
pital Association,  a resolution  proposed  for  adoption  by 
that  organization  to  wit: 

“WHEREAS,  some  hospitals  maintain  departments 
in  radiology,  pathology,  cardiology  and  physical  medi- 
cine; and 

“WHEREAS,  such  hospitals  in  connection  with  the 
operation  of  such  departments  often  make  available 
the  services  of  independent  contractor  physicians,  such 
as  radiologists,  pathologists,  cardiologists,  and  physia- 
trists;  and 

“WHEREAS,  such  hospitals  customarily  include  in 
their  bill  for  hospital  services  the  charges  of  the  inde- 
pendent contractor  physicians,  and 

“WHEREAS,  it  is  in  the  interests  of  the  ethical 
practice  of  medicine  that  such  bills  carry  the  name  of 
the  independent  contractor  physicians  and  disclose  the 
fact  that  the  hospital  is  billing  agent  for  such  physi- 
cians; 

“NOW  THEREFORE,  be  it  resolved  by  the  Arizona 
Hospital  Association  that  member  hospitals  which  pro- 
vide the  services  of  independent  contractor  physicians 
such  as  radiologists,  pathologists,  cardiologists,  and 
physiatrists,  and  act  as  billing  agents  for  such  physi- 
cians, should  by  appropriate  imprint  on  the  hospital 
billheads  specify  the  names  of  such  physicians  and  dis- 
close that  the  hospital  is  billing  agent  for  such  physi- 
cians.”, 

and  directed  that  a similar  resolution  be  prepared  by  this 
Board  of  Directors  and  introduced  by  it  in  the  House  of 
Delegates  during  the  forthcoming  Annual  Meeting. 

AHA  Ad  hoc  Committee 

Received  notice  that  the  Arizona  Hospital  Association, 
at  the  request  of  this  Association,  appointed  a similar  Ad 
hoc  Committee  to  Study  the  Orderly  Alignment  of  Blue 
Shield,  comprising;  Dr.  Arnold  H.  Dysterheft,  Chairman; 
Sister  Mary  Placida,  Vice  Chairman;  Mr.  Stephen  M. 
Morris;  Sister  Elizabeth  Joseph;  and  Mr.  Roland  W.  Wil- 
pitz. 

Cardiovascular  Diseases  — Conference 

Confirmed  presidential  nomination  of  Robert  E.  Ne- 
nad,  M.D.  (Phoenix),  as  representative  of  this  Association 
in  the  establishment  of  a core  committee  for  the  State 
of  Arizona,  the  outgrowth  of  the  Second  National  Con- 
ference on  Cardiovascular  Diseases,  which  was  held  No- 
vember 22  through  24,  1964. 

Mental  Health  — Survey 

Approved  endorsement  by  this  Association  of  survey  of 
medical  practitioners  of  Arizona,  to  be  undertaken  by  the 
Division  of  Mental  Health  staff  for  the  Governor’s  Ad- 


visory Committee  on  Mental  Health,  such  endorsement 
to  be  contained  in  letter  prepared  and  signed  by  the 
President  of  this  Association  on  letterhead  of  the  Associa- 
tion. 

ARMPAC  Board  of  Directors 

Determined  to  defer  appointment  or  reappointment  of 
members  of  the  Board  of  Directors  of  ARMPAC,  whose 
terms  currently  expire  February  first  of  each  year  or  at 
such  time  as  their  successors  are  appointed  and  have  ac- 
cepted office,  until  such  time  as  consideration  is  given 
all  other  similar  appointments  at  the  first  meeting  of  the 
Board  of  Directors  of  this  Association  immediately  fol- 
lowing its  Annual  Meeting. 

AMA  Special  House  Meeting 
DR.  CLOUD: 

The  AMA  House  of  Delegates  met  in  special  session  in 
Chicago  on  February  6th  and  7th  and  I attended  this 
meeting  with  Bill  Steen  and  Bob  Carpenter.  The  meet- 
ing was  called  to  consider  current  matters  relative  to 
health  legislation  and  to  discuss  the  AMA  educational 
programs  related  to  this  problem  that  we  now  have.  I 
believe  you  probably  have  all  received  a summary  of 
Dr.  Blasingame’s  report  of  the  actions  of  the  House  of 
Delegates  at  this  meeting,  and  I believe  you  are  probably 
well  informed,  also,  from  newspaper  accounts,  and  so 
forth,  but  in  essence,  the  House,  after  considerable  dis- 
cussion, unanimously  opposed  King-Anderson  legislation; 
unanimously  supported  Eldercare  legislation;  and  ex- 
pressed a strong  vote  of  confidence  in  the  Board  of 
Trustees  for  the  actions  it  has  taken  in  these  matters, 
none  of  which,  I am  sure,  come  as  a surprise  to  you. 
This  was  an  interesting  meeting  — it  was  kind  of  ex- 
citing. 

On  the  morning  of  the  opening  session,  the  House  met 
as  a whole  and  the  report  of  the  Board  of  Trustees  was 
read  and  a supplementary  report  was  also  read  indicat- 
ing what  action  had  been  taken  since  the  Clinical  Ses- 
sion held  in  Miami  on  the  first  of  December  or  there- 
abouts; and  then  a number  of  resolutions  were  intro- 
duced — seven  or  eight  as  I recall,  all  relating  to  these 
matters;  and  the  House  adjourned  and  then  reconvened 
in  open  session,  actually  before  the  Reference  Commit- 
tee; and  the  Reference  Committee  on  Legislation  and 
Public  Relations  met  before  the  House  and  that  is  where 
all  the  discussion  took  place. 

I think  that  the  thing  that  would  interest  some  of  this 
group  would  be  some  of  the  matters  brought  forth  in 
discussion.  First  of  all,  the  item  that  was  probably  dis- 
cussed most  intently  were  two  resolutions  introduced  by, 
I believe,  Michigan  and  California,  that  called  immedi- 
ately for  an  extension  of  Eldercare  to  encompass  all  ages 
who  are  needy.  The  Board  of  Trustees  indicated,  and 
also  it  has  been  set  forth  in  many,  many  previous  actions 
by  the  House  over  many,  many  years,  that  there  is,  of 
course,  no  age  limitation  on  the  consideration  of  the 
AMA  for  providing  care  for  the  needy  and  indigent;  and 
that  indeed  there  is  much  thought  at  the  present  time 
toward  how  Eldercare  may  be  expanded  in  this  direc- 
tion, but  the  dissension  to  these  resolutions  was  simply 
that  it  would  perhaps  obscure  the  issue  of  Eldercare,  as 
being  a provision  for  medical  care  for  the  aged,  at  this 
time,  to  introduce  this  additional  measure;  and  after  a 
considerable  harangue,  this  was  ultimately  defeated.  The 
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next  day,  by  virtue  of  being  placed  on  the  table,  it  was 
pointed  out  that  Representative  Mills  had  already  intro- 
duced House  Bill  No.  3699,  which  calls  to  extend  Kerr- 
Mills  to  all  needy  and  indigent  people  regardless  of  age. 

Concerning  discussion  on  Eldercare,  I am  sure  most 
of  you  are  more  familiar  with  Eldercare  than  I am,  but 
there  are  some  interesting  points  brought  forth.  Tlie  cost 
was  discussed  at  great  length.  It  was  expressed  in  several 
ways  and  actually,  some  rather  precise  estimates  of  costs 
can  be  made  and  I think  these  will  be  forthcoming  in  the 
testimony  before  the  House  Committee.  It  was  stated 
several  ways:  $250.00  per  person  per  year;  somewhere 
between  two  and  one-half  and  four  billion  dollars  per 
year;  something  less  than  King-Anderson.  It  was  pointed 
out  there  are  some  18  million  people  over  65  at  the 
present  time;  that  some  two-thirds  of  these  people  al- 
ready have  private  insurance,  so  we  are  not  having  to 
provide  with  Eldercare  insurance  for  all  of  the  18  mil- 
lion, obviously,  because  Eldercare,  as  you  know,  provides 
payment  for  policies  for  those  who  are  unable  to  pay  for 
it.  Do  we  have  assurances  of  capability  and  interst  from 
the  Blue  Cross-Blue  Shield  Plans  and  private  plans?  The 
answer  to  this  was  partially,  and  in  the  main,  yes.  Do  we 
have  assurances  from  states  — from  the  various  states 
who  now  have  Kerr-Mills  legislation  — do  they  have  the 
funds  for  this  type  of  plan?  The  answer  to  that  was  yes, 
in  the  sense  that  they  do  have  Kerr-Mills  appropriations. 
Of  course,  as  you  know,  some  of  them  do  not  have  Kerr- 
Mills. 

Now,  would  this  be  mandatory  or  voluntary?  How  can 
eligible  people  be  lured  into  a voluntary  program?  This 
was  discussed  some.  In  essenee  this  is  a voluntary  plan 
and  insofar  as  being  eertain  that  all  eligible  people  do 
participate,  this  will  depend  upon  local  administration 
and  how  effectively  this  is  carried  out.  What  about  the 
formula  for  the  federal  and  state  fund  participation? 
Eldercare  proposes  to  use  the  present  Kerr-Mills  for- 
mula which  is  flexible  and  variable  and  which  depends 
upon  the  per  capita  income  within  the  state.  This  varies, 
I believe,  anywhere  from  80%  to  20%;  that  is,  80%  fed- 
eral and  20%  state,  down  to  fifty-fifty.  I may  be  wrong; 
I believe  that  is  correct.  These  matters  were  all  brought 
up  as  a matter  of  discussion.  I would  say  that  there  was 
very  little  argument  about  everything  that  went  on. 
There  was  a remarkable  unanimity  of  opinion;  the 
principal  disagreement,  I think,  was  the  matter  of  pres- 
ently, at  this  moment,  extending  Eldercare  to  other  age 
groups.  This  was,  as  I said,  in  essence  defeated  for  the 
moment. 

There  were  a couple  of  fine  highlights  in  the  meeting. 
I think  Dr.  Ward’s  address,  copies  of  which  I believe 
were  distributed  to  everyone,  was  a very  excellent  ad- 
dress and  well  received.  It  was  entitled:  “Are  200,000 
Doctors  Wrong?”  And  then.  Dr.  Durward  G.  Hall,  a 
House  Representative  from  Missouri,  gave  a stirring 
address  which  made  everyone  stand  up  and  cheer.  I 
thought  he  was  quite  interesting;  he  is  a very  fine 
orator  as  you  know  and  he  emphasized  things  that  we 
should  do.  He  stressed  Operation  Hometown,  Ladies 
Auxiliary,  letterwriting,  churches,  schools.  PTA  and  so 
forth.  So,  tliis  was  principally  what  had  to  do  with 
Eldercare. 

Now,  another  matter  that  was  brought  up,  which  I 


don’t  believe  is  in  the  report  from  Dr.  Blasingame,  and 
which  is  a matter  of  special  concern  to  me  and  I think 
to  many  of  you,  is  the  matter  of  the  so-called  DeBakey 
Commission  Report  which  was  not  on  the  agenda  of 
this  meeting.  But  I did,  and  Bob  did,  I believe,  and 
Bill  — we  all  managed  to  corner  a number  of  the  offi- 
cials and  discuss  this  with  them,  as  to  what  position 
the  AMA  was  going  to  take  on  this  DeBakey  Commis- 
sion Report.  I think  those  of  you  who  have  had  an 
opportunity  so  far  to  read  this  Commission  Report  will 
recognize  many,  many  problems  about  it  as  relate  to 
Arizona  and  elsewhere.  First  of  all,  I would  like  to  say 
that  this  report  is  hot  on  the  minds  of  practically  every- 
one, and  there  were  many  more  people  that  came  there 
with  this  on  their  mind.  In  fact,  it  was  brought  up  on 
the  Floor  in  spite  of  the  fact  it  wasn’t  on  the  agenda, 
and  demanded  that  we  be  brought  up-to-date  as  to  what 
action  AMA  is  taking  on  this.  I would  say  the  feeling  in 
opposition  to  the  DeBakey  Commission  Report  and  what- 
ever might  be  forthcoming  legislation-wise  was  very  little 
short  of  violent.  I spoke  to  Dr.  Samuel  R.  Sherman  of 
San  Francisco  who  is  the  Chairman  of  the  Council  on 
Legislation.  His  Council  is  considering  this.  We  also 
spoke  to  other  people  — Dr.  Blasingame,  Dr.  Ward  and 
I spoke  to  Dr.  Annis  just  a couple  of  days  ago  when  he 
was  here  in  Maricopa  County.  In  any  event,  that’s  the 
status  of  that. 

Received. 

AMA  National  Education  Program 

Approved  the  appropriation  of  $3,522.50  out  of  the 
1965  Public  Relations  budget,  on  a matching-fund  basis, 
in  support  of  the  AMA  National  Education  Program  re- 
lating to  “Eldercare.” 

Arizona  Territorial  Medicine 

Membership  of  the  Ad  hoc  Committee  for  Arizona 
Territorial  Medicine  Publiciation  enlarged  to  include  the 
appointment  by  this  Board  of  Robert  S.  Flinn,  M.D.,  of 
Phoenix. 

TWX  Installation 

It  was  reported  that  the  TWX  equipment  provided 
by  AMA  was  installed  and  placed  in  operation  January 
12,  1965. 

ARTICLES  OF  INCORPORATION  AND 
BY-LAWS  COMMITTEE 

Adopted  recommendation  of  the  Articles  of  Incorporation 
and  By-Laws  Committee  and  authorized  preparation  of 
a proper  resolution  for  introduction  by  this  Board  in  the 
House  during  the  forthcoming  Annual  Meeting,  amend- 
ing the  By-Laws  as  follows: 

(1)  That  Chapter  II  — Membership,  Section  3 A,  sub- 
section (4),  be  amended  by  the  exclusion  of  the 
words:  “be  in  active  private  practice  in  Arizona”, 
with  substitution  of  the  words:  “be  a legal  resi- 
dent of  the  State  of  Arizona.” 

(2)  That  Chapter  VII  — Standing  and  Special  Com- 
mittees, Section  4,  subsection  (d)  Industrial  Rela- 
tions, be  amended  by  inserting  a period  following 
the  word:  “compensation”  in  the  second  sentence, 
and  striking  the  remaining  words  reading:  “and 
may  enter  into  any  arrangements  or  agreements 
with  the  Industrial  Commission  of  Arizona,  or  witli 
insurance  companies  which,  in  the  judgment  of  the 
committee,  may  improve  these  medical  relations”; 
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further,  that  as  regards  subsection  (f)  Medical  Eco- 
nomics, that  this  subsection  be  amended  by  insert- 
ing a period  following  the  word;  “medicine”  in 
the  second  sentence,  and  striking  the  words  follow- 
ing in  this  sentence  reading;  “except  those  factors 
relating  to  the  Industrial  Commission  of  Arizona”. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Membership  Classification  Changes 

Pima  County  Medical  Society;  Granted  Service  Mem- 
bership to  Merwin  R.  Chappel,  M.D.,  account  appoint- 
ment as  Director  of  Student  Health  Service,  University 
of  Arizona,  on  recommendation  of  the  Pima  County 
Medical  Society,  effective  January  1,  1965,  one-quarter 
dues. 

Granted  Service  Membership  to  Virginia  M.  Cobb, 
M.D.,  account  appointment  as  Medical  Director,  South- 
ern Arizona  Child  Evaluation  Center  of  the  Pima  County 
Health  Department,  on  recommendation  of  the  Pima 
County  Medical  Society,  effective  January  1,  1965,  one- 
quarter  dues. 

Granted  dues  exemption  to  A.  Ludwig  Lindber,  M.D., 
Active,  account  attainment  of  age  70  years  or  more,  on 
recommendation  of  Pima  County  Medical  Society,  effec- 
tive January  1,  1965. 

Yavapai  County  Medical  Society;  Granted  Associate 
Membership  to  Kenneth  B.  Brilhart,  M.D.,  account  legal 
training  — University  of  Arizona  as  reported  by  Yavapai 
County  Medical  Society,  effective  January  1,  1965,  dues 
exempt. 

Financial  Report 

The  Treasurer  reported  1964  income  of  $179,898.43 
against  a budget  of  $174,562.00  and  expenditures 
amounting  to  $149,222.89  against  a budget  of  $173,358.- 
95,  reflecting  a gain  of  actual  income  over  expenditures 
of  $30,675.54.  Accepted. 

It  was  determined  not  to  increase  dues  for  the  coming 
year,  1966. 

The  Treasurer  reported  for  the  month  of  January, 
1965,  reflecting  income  of  $81,604.92  against  a budget 
of  $173,200.00;  and  expenditures  of  $8,789.91  against  a 
budget  of  $162,050.00.  Accepted. 

INDUSTRIAL  RELATIONS  COMMITTEE 

Resignation  of  Charles  P.  Neumann,  M.D.  (Tucson), 
as  member  and  Chairman  of  the  Psychiatric  Advisory 
Board  to  the  Industrial  Commission  of  Arizona,  account 
relocation  to  Connecticut,  effective  March  15,  1965, 
accepted. 

Appointment  of  Hubert  R.  Estes,  M.D.  (P),  of  Tucson, 
as  member  of  the  Psychiatric  Advisory  Board  to  the  In- 
dustrial Commission  of  Arizona,  contingent  upon  his 
acceptance  thereof,  for  the  unexpired  term  (1963-68), 
effective  March  15,  1965;  and  that  William  B.  McGrath, 
M.D.,  be  designated  Chairman. 

LEGISLATIVE  COMMITTEE 

Kerr-Mills 

Jesse  D.  Hamer,  M.D.,  Chairman  of  the  Legislative 
Committee  of  this  Association,  was  invited  and  attended 
this  meeting  for  the  purpose  of  informing  the  Board  of 
Directors  of  legislative  activities  to  date,  especially  con- 
cerning the  First  Regular  Session  of  the  27th  Arizona 
State  Legislature  and  more  particularly,  developments 


leading  up  to  the  proposed  implementation  of  the  Kerr- 
Mills  law,  enacted  by  the  Congress  of  the  United  States 
in  1960.  The  Legislative  Committee,  in  meeting  held 
January  17,  1965,  interviewed  Mr.  Burton  S.  Barr,  Repre- 
sentative (R),  Maricopa  District  No.  27,  who  was  assign- 
ed by  the  House  the  responsibility  of  developing  an  ac- 
ceptable bill  for  introduction  which  will  achieve  K-M 
implementation.  As  the  result,  a subcommittee  was  ap- 
pointed by  the  Chairman  to  meet  further  with  Repre- 
sentative Barr  and  several  meetings  were  scheduled  and 
held.  Dr.  Hamer  discussed,  in  detail,  the  results  of  these 
meetings.  It  is  anticipated  such  measure  will  be  drafted 
and  presented,  possibly  within  the  week,  introduced  by 
the  Public  Health  and  Welfare  Committee  of  said  House. 
It  will  create  a program  of  medical  care  for  the  aged 
under  combined  state  and  federal  funds  with  an  appro- 
priation, such  program  to  become  effective  July  1,  1965. 
Following  lengthy  discussion  the  following  resolution  was 
adopted  on  motion  regularly  made  and  unanimously 
carried; 

The  Arizona  Medical  Association,  Inc.,  favors  and 

strongly  endorses  the  passage  of  Kerr-Mills  legislation 

which  would; 

1.  carry  with  it  an  appropriation  of  sufficient  size  to 
accomplish  the  purposes  of  the  legislation  but  not 
so  large  as  to  be  impracticable  in  the  opinion  of 
the  Arizona  Legislature; 

2.  include  an  Advisory  Council,  at  least  one-quarter 
of  the  members  of  which  would  be  from  The  Ari- 
zona Medical  Association,  Inc.;  and 

3.  to  the  extent  permitted  by  federal  legislation,  leave 
the  supervision  of  the  medical  care  aspects  of  the 
program  to  the  state  department  of  public  health. 

Good  Samaritan 

S.  B.  19,  introduced  by  Senator  Sullivan,  and  H.  B.  14, 
introduced  by  a number  of  members  of  the  House  of 
Representatives,  providing  non-liability  of  a physician 
and  others  when  rendering  emergency  aid,  were  again 
considered.  Reaffirmed  action  of  last  year  recommending 
inactive  support. 

Medicine  and  Surgery  Act 

It  has  been  proposed  that  the  new  Medicine  and 
Surgery  Act  be  amended  to  (1)  exempt  the  twenty-four 
month  internship  requirement  for  foreign  graduates  (per- 
mitting a twelve  month  U.  S.  hospital  training  program 
in  lieu  thereof;  and  (2)  waive  the  fifteen  year  licensure 
requirement  for  reciprocity  candidates  to  accommodate 
employment  of  doctors  of  medicine  in  state  institutions 
including  the  proposed  school  of  medicine  at  the  Uni- 
versity of  Arizona.  It  is  purported  to  have  the  blessings 
of  the  Board  of  Medical  Examiners;  however,  on  review 
of  the  initial  draft,  by  counsel  of  this  Association,  there 
appears  question  as  to  its  constitutionality  as  pertains 
specifically  to  the  definition,  or  absense  of  it,  of  a “state 
institution”,  which  possibly  might  be  a violation  of  the 
Eourteenth  Amendment  of  the  United  States  Constitu- 
tion. Counsel  has  communicated  with  Attorney  Charles 
T.  Stevens,  representing  the  Board  of  Medical  Examin- 
ers, in  this  regard. 

If  it  is  possible  to  include  only  the  Arizona  State  Hos- 
pital and,  possibly,  the  Medical  School  at  the  University 
of  Arizona,  this  Board  may  be  inclined  to  support  such 
amendment;  however,  it  is  indicated  if  such  amendment 
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will  widen  the  gap  to  include  many  other  institutions,  it 
appears  the  Board  would  be  opposed  thereto.  It  was  de- 
termined that  this  matter  be  left  in  the  hands  of  the 
Legislative  Committee,  with  guidance  of  counsel,  and 
when  such  bill  is  introduced,  a poll  of  the  Executive 
Committee  be  made  to  ascertain  whether  or  not  it  is  in 
favor  of  the  amendment  introduced. 

Aliens  — State  Institutions 

H.  B.  1 14,  H.  B.  115  and  H.C.R.  9,  introduced  in  the 
House  of  the  Arizona  State  Legislature,  relate  to  the  em- 
ployment of  aliens  in  state  institutions,  requiring  a 
referendum  to  repeal  Article  18,  Section  10  of  the  Con- 
stitution of  Arizona.  It  was  reported  that  this  subject  was 
discussed  during  a recent  Town  Hall  meeting.  It  has  the 
support  of  the  Arizona  Nurses  Association,  citizenship 
proposed  to  be  deleted  from  its  Act,  Section  32-1632, 
A.R.S.,  as  set  forth  in  H.  B.  1 14.  It  was  further  stated 
that  an  earlier  amendment  to  the  Article  was  enacted, 
exempting  college  and  university  faculty  members.  Coun- 
sel advised  that  he  has  suggested  an  Attorney  General’s 
Opinion  be  sought,  confirming  the  fact  that  this  would 
not  repeal,  by  implication,  any  of  the  many  statutes  in 
acts  other  than  nursing  which  have  U.  S.  citizenship  as 
a requirement  or  prerequisite  such  as  is  included  in  the 
Medicine  and  Surgery  Act.  The  Legislative  Committee 
recommends  inactive  support.  No  action  taken. 
Hill-Burton  Act  Amendment 

Recommended  approval  of  a compulsory  amendment 
to  the  Arizona  Statutes  as  provided  by  the  Hill-Burton 
Act  that  “an  equal  number  of  representatives  of  consum- 
ers familiar  with  the  need  for  the  services  provided  by 
such  facilities”  be  accommodated.  The  existing  Arizona 
act  provides  for  only  one  member  of  the  consuming  pub- 
lic as  a “member-at-large”  out  of  a total  of  six.  Such  bill 
has  not  been,  as  yet,  introduced.  No  action  taken. 

Mental  Health  Planning 

In  the  matter  of  mental  health  planning,  it  was  de- 
termined that  such  program  should  remain  as  a depart- 
ment or  division  of  the  Arizona  State  Department  of 
Health  rather  than  the  establishment  of  a separate  com- 
mission on  mental  health.  The  budget  of  the  Health 
Department,  submitted  to  the  Legislature,  it  is  reported, 
includes  provision  for  staffing  such  department.  Inactive 
support  is  recommended  given  associate  with  the  enact- 
ment of  the  Health  Department  budget.  No  action  taken. 
Alcoholism 

H.  B.  159,  relating  to  public  health,  provides  for  the 
establishment  of  a section  on  alcoholism  within  the 
State  Health  Deirartment.  Determined  that  the  provision 
for  a section  on  alcoholism  within  the  State  Health  De- 
partment be  deferred. 

Air  Pollution 

Inactive  support  recommended  in  the  event  a bill  is 
introduced  into  this  session  of  the  Legislature  dealing 
with  the  control  of  air  pollution  in  Arizona,  providing  it 
is  similar  to  S.  B.  180  introduced  last  year  into  the 
Second  Regular  Session  of  the  26th  Legislature,  which 
failed  of  enactment.  Approved. 

Licensing  Day  Care  Facilities 

In  active  support  of  the  resolution  of  the  Arizona 
Pediatric  Society  and  the  Maricopa  County  Pediatric 
Society,  as  recommended  by  the  Professional  Committee, 
regarding  legislation  providing  for  state  control  of  in- 


spection and  licensing  of  day  care  facilities  for  pre-school 
children  in  Arizona  as  more  specifically  set  forth  in  S.  B. 
96,  providing  for  minimum  standards  for  child  care 
agencies;  authorizing  the  department  of  public  health  to 
issue  licenses,  adopt  regulations  and  inspect  premises  of 
child  care  agencies;  providing  authority  to  deny,  revoke 
or  suspend  a license;  providing  administrative  and  judi- 
cial review  of  the  decisions  of  the  Health  Department, 
proscribing  penalties,  with  the  exception  that  new  Sec- 
tion 8-604,  Exemirtions:  “The  provisions  of  this  Chapter 
shall  not  apply  to  the  care  given  to  children  by,  or  in 
homes  of,  parents  or  blood  relatives  or  as  part  of  the 
program  of  an  educational  institution  regulated  by  the 
State  Board  of  Education  (underscoring  supplied)  * * *”, 
does  not  in  any  way  exempt  such  latter  facilities  from 
inspection  by  the  Health  Department. 

Health  Nuisances  — Regulations 

Inactive  support  of  H.  B.  109  prescribing  penalty  and 
committing  public  nuisances,  dangerous  to  public  health. 
Kerr-Mills  — Physicians’  Fees 

Inquiry  from  AMA  concerning  this  Association’s  policy 
on  payment  of  physicians  for  care  of  the  aged  in  Arizona 
associate  with  the  Kerr-Mills  program.  Responded:  ArMA 
policy  yet  to  be  established.  Kerr-Mills  implementation 
most  probable  this  Legislative  Session,  now  convened. 
Received. 

Workmen’s  Compensation 

H.  B.  52,  providing  that  compensation  for  loss  of  more 
than  one  phalange  shall  extend  to  amputations  by  sur- 
geons of  the  condyles  at  the  distal  end  of  the  middle 
phalange  to  produce  a more  desirable  result.  Dr.  Ray 
Fife,  Orthopedic  Clinic,  Phoenix,  advises  that  following 
communciation  with  his  associates  regarding  disability  by 
amputation  through  the  middle  phalanx,  disapproval  of 
this  legislation  is  e.xpressed.  A more  acceptable  disability 
would  be  fifty  percent  loss  of  finger  when  amputation  is 
done  at  the  level  of  the  condyles  of  the  distal  phalanx 
when  this  is  done  strictly  for  cosmetic  or  functional  pur- 
poses. An  operation  carried  out  to  increase  functional  use 
that  would  be  of  increased  benefit  to  the  patient  should 
not  carry  an  increased  disability  rating.  LI.  B.  52  disap- 
proved for  the  reasons  given. 

Medical  College  — University  of  Arizona 

H.  B.  31,  making  an  appropriation  to  the  Board  of 
Regents  in  the  sum  of  five  million  dollars  for  construc- 
tion of  buildings  for  a medical  college  at  the  Lhiiversity 
of  Arizona  — no  action  taken. 

State  Prison  — Psychiatrist 

Approved  LI.  B.  144  providing  for  a full-time  dentist, 
a psychiatrist,  a full-time  psychologist,  a full-time  phar- 
macist, a full-time  supervisor  of  education  and  vocational 
rehabilitation,  and  a full-time  supervisor  of  placement 
and  prescribing  the  duties  thereof.  Representative  Hols- 
claw  to  be  so  informed. 

Intermediate  Schools  — Juvenile  Offenders 

Inactive  support  of  LI.  B.  37  authorizing  the  Board  of 
Directors  of  State  institutions  for  juveniles  to  establish 
and  maintain  intermediate  schools  for  commitment  of 
male  juvenile  offenders.  It  is  purported  that  the  measure 
has  the  approval  of  those  groups  primarily  interested  in 
mental  health.  It  provides  for  an  appropriation  of  $1,- 
365,000.00  to  be  used  for  the  purpose  of  cstablisluug  au 
intermediate  school  for  Iroys;  is  an  attempt  to  rehabilitate 
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them  under  a “school”  atmosphere,  long  favored  by  the 
courts  and  might  well  save  the  State  money  in  the  long- 
run. 

WICHE  Residence  Requirement 

Inactive  support  of  S.  B.  70  reducing  the  residence 
requirement  under  the  compact  for  Western  Regional 
Cooperation  in  Higher  Education  from  fiv'e  years  to  “at 
least  the  last  year”. 

Taxation  — Exemption  of  Medicine 

H.  B.  70  exempting  grocery  food  products,  medicines 
and  certain  rentals  from  the  transaction  privilege  taxes, 
no  action. 

Sex  Offenders 

Inactive  support  of  H.  B.  13  providing  that  sex  offend- 
ers shall  report  to  sheriff;  prescribing  a penalty  for  fail- 
ing to  register  with  sheriff;  prescribing  penalty  for  in- 
decent exposure;  pointing  out  that  the  bill,  as  drafted, 
provides  for  “punishment”  only;  therefore,  it  is  intended 
in  such  support  that  the  views  of  the  Arizona  Psychiatric 
Association,  which  is  in  favor  of  incarcerating  these  in- 
dividuals and  punishing  them,  but  at  the  same  time  it  is 
in  favor  of  treating  those  who  are  treatable,  such  As- 
sociation support  reflects  its  conviction  that  treatment 
should  be  part  and  parcel  of  such  legislation. 

Massage  Therapy  Board 

S.  B.  46  creating  the  Arizona  Board  of  Massage  Ther- 
apy;  prescribing  its  power  and  duties;  providing  for  li- 
censing and  regulation  of  massage  therapists;  prescribing 
penalties;  making  an  appropriation,  etc.,  tabled. 

Health  Care  Institutions  — Contraets 

H.  B.  149  providing  for  contracts  with  health  care 
institutions  and  others;  providing  for  payments  to  sub- 
scribers and  others;  eliminating  ^restrictions  on  employ- 
ment contracts,  etc.,  tabled  for  lack  of  clarity  of  under- 
standing. 

Multiple  Handieapped  Children 

S.  B.  45  granting  authority  to  school  districts  and 
counties  to  provide  programs  for  multiple  handicapped 
children;  disapproved.  It  is  the  feeling  that  under  the 
new  Section  15-1099,  Definitions  1.  (b)  relating  to  diag- 
nosis which  is  required  for  crippled,  by  a member  of 
the  American  Board  of  Orthopedics  or  equivalent;  for 
special  health,  by  a licensed  physician  who  specializes 
in  the  disorder;  for  mental,  by  an  approved  psychologist 
(this  should  be  a psychiatrist);  for  blind  and  partially 
sighted,  by  a member  of  the  American  Board  of  Ophthal- 
mology or  its  equivalent;  for  deaf  or  hard  of  hearing,  by 
a member  of  the  American  Board  of  Otolaryngology  or 
approved  audiologist  or  its  equivalent;  and  for  emotional, 
by  a qualified  psychologist,  it  is  the  belief  that  the  words 
“audiologist  or  its  equivalent”  should  be  deleted;  and 
the  word  “psychiatrist”  should  be  substituted  wherever 
the  word  “psychologist”  is  used  as  a psychologist  is  not 
qualified  to  either  diagnose  or  prognose  mental  diseases 
which  would  be  a violation  of  the  Medicine  and  Surgery 
Act. 

Freedom  of  Choice 

It  was  determined  to  oppose  measures  providing  for 
“Freedom  of  Choice”  such  as  S.  B.  51,  providing  that 
insured  shall  have  freedom  of  choice  in  selecting  hospi- 
tal and  jiractitioner  under  certain  insurance  policies; 
S.  B.  64  providing  that  benefits  for  certain  medical  or 
surgical  services  performed  by  licensed  chiropodist  or 


podiatrists  shall  not  be  excluded  from  hospital  and 
medical  service  corporation  contracts,  disability  insur- 
ance contracts  and  group  disability  insurance  contracts; 
and  H.  B.  72  providing  that  insured  shall  have  freedom 
of  choice  in  selecting  hospital  and  practitioner  under 
certain  insurance  policies.  Each  relates  to  “doctors”  and 
“hospitals”  which,  it  is  believed,  would,  in  effect,  include 
all  licensed  practitioners  of  the  healing  arts  such  as 
chiropractors,  podiatrists,  chiropodists,  naturopaths,  etc., 
and  hospitals  whether  or  not  approved  by  the  State  De- 
partment of  Health. 

PUBLIC  RELATIONS  COMMITTEE 

Eldercare  Program 

Reported  distribution  of  pamphlets  provided  by  AMA 
associate  with  the  “Eldercare  Program”  through  reac- 
tivation of  the  “Operation  Hometown”;  also,  the  pur- 
chase and  distribution  of  the  pamphlet  entitled  “Write 
Your  Congressman  & Senators”,  the  AMA  to  contribute 
$100.00  toward  the  cost.  Approved  printing  authoriza- 
tion and  financial  participation. 

Authorized  immediate  preparation  and  mailing  of 
letter  to  the  membership  adequately  informing  them  of 
the  “Eldercare  Program”  activity,  pamphlets  distribution 
and  their  application,  urging  each  wholeheartedly  and 
actively  to  support  the  program. 

SKF  Speech  Training 

Dr.  Jarrett  reported  the  programming  of  SKF  Speech 
Training,  May  19,  1965,  advising  that  the  membership 
will  shortly  receive  notice  thereof  and  recommending 
attendance  invitations  extended  to  the  Auxiliary.  Ap- 
proved. 

PUBLISHING  COMMITTEE 

Received  report  of  the  Publishing  Committee.  1964 
income  amounted  to  $31,921.43  against  a budget  of 
$32,250.00;  expenditures  $3.5,270.53  against  a budget 
of  $.37,250.00;  reflecting  a deficit  of  $3,349.10.  National 
advertising  continued  to  decrease.  Free  distribution  of 
Journals  to  both  the  members  of  the  Medical  Society 
of  the  FTnited  States  and  Mexico  and  to  interns  in  train- 
ing in  Arizona  hosjjitals  represented  an  outlay  cost  of 
$2,181.12.  Materials  published  in  the  Journal,  covering 
committee  minutes,  directory  listing  of  officers,  annual 
meeting  publicity  and  the  President’s  Page,  required 
SHA  pages  at  a cost  of  $1,577.84.  In  reviewing  the  fi- 
nancial position  of  the  Journal,  it  is  the  recommenda- 
tion that  it  be  given  credit  for  these  expenditures  over 
which  it  has  no  control.  “Overhead”  has  been  reduced 
for  1965  from  the  estimated  1964  accounting  of  $4,118.- 
40  to  $.3,700.00.  It  was  the  further  recommendation  of 
the  Committee;  (1)  that  if  the  Publishing  committee  is 
to  operate  without  a book  loss  and  at  the  same  time 
absorb  the  cost  of  providing  the  various  expenses  of  free 
journals  and  printing  other  committee  material,  then 
accounting  procedures  should  be  established  so  that  the 
proper  committee  or  sub-division  of  the  Association  be 
charged  for  its  share  of  the  expense  incurred;  or  (2)  that 
the  Publishing  Committee  be  given  adequate  appropria- 
tion to  subsidize  the  operation  of  the  Committee  with 
the  understanding  that  it  covers  the  cost  of  the  various 
services  provided  including  free  journals  and  printing 
other  committee  material. 

The  Board  commended  the  Publishing  Committee, 
especially  the  Editor-in-Chief,  for  the  splendid  results 
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being  achieved  in  the  publication  of  “Arizona  Medicine” 
Journal  and  directed  that  it  be  advised  not  to  worry  too 
much  as  regards  the  small  operating  deficit  reflected. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Community  Service  Award 

A.  H.  Robbins  Company,  Inc.,  invites  this  Association 
to  again  participate  in  its  “Community  Service  Award” 
for  1965.  Each  component  society  was  informed  of  this 
award  and  given  opportunity  to  participate,  naming 
nominees  to  be  received  on  or  before  February  I,  1965. 
Responses  were  received  from  Maricopa,  nominating 
Paul  L.  Singer,  M.D.;  Pima,  nominating  Hugh  C. 
Thompson,  M.  D.;  and  Yuma,  reporting  it  had  no  nomi- 
nations to  present  at  this  time. 

Paul  L.  Singer,  M.D.  (Maricopa),  nominated  by  ballot. 
74th  Annual  Meeting 

It  was  reported  that  the  membership  will  receive,  by 
the  end  of  this  month,  a copy  of  the  completed  program 
for  the  74th  Annual  Meeting  of  this  Association  to  be 
held  in  Tucson,  Arizona,  April  27  through  May  I,  1965 
with  headquarters  at  the  Pioneer  International  Hotel. 

It  was  further  reported  that  ARMPAC  will  hold  a din- 
ner meeting  at  the  Hotel  on  Thursday  evening,  April 
29,  1965,  Edward  R.  Annis,  M.D.,  to  be  the  guest 
speaker. 

OTHER  BUSINESS 

Arizona  Bar  — Liaison  Committee 

Dr.  Brewer  presented  a letter  received  from  Mr.  Roger 
W.  Perry  (Snell  & Wilmer)  advising  that  for  some  years 
there  has  been  in  existence  a committee  of  the  Arizona 
Bar  Association  charged  with  the  responsibility  of  main- 
taining and  improving  relationships  between  attorneys 
and  physicians.  The  present  members  of  the  commit- 
tee are  desirous  of  taking  active  steps  toward  the  reali- 
zation of  the  objectives  of  the  committee.  It  feels  it 
likely  that  there  may  be  problems  which  create  areas  of 
friction  between  physicians  and  lawyers  about  which  this 
committee,  in  cooperation  with  members  of  the  Arizona 
Medical  Association  may  be  able  to  take  effective  action. 
Accordingly,  it  invites  this  Association  to  communicate 
to  it  any  problems  it  may  have  with  the  legal  profession 
or  its  members,  and  it  looks  forward  to  an  opportunity 
for  discussion  with  a representative  group  of  physicians 
concerning  the  matters  of  mutual  interest.  If,  in  the  opin- 
ion of  the  Association,  profit  may  be  realized  from  open- 
ing up  such  a line  of  communication  between  the  two 
professions,  contact  with  Mr.  Perry  is  invited. 

Referred  to  the  Subcommittee  on  Allied  Medical 
Groups  of  the  Professional  Committee  for  review  and 
response. 

Community  Council 

Referring  to  the  Community  Council  (Phoenix),  Dr. 
Brewer  reported  invitation,  acceptance  and  attendance 
at  a recent  meeting  serving  with  others  as  advisory  to 
the  Legislative  Committee  of  the  Council.  While  this 
first  meeting  was  organizational,  its  activity  is  designed 
to  consider  legislation  of  interest  to  numerous  organiza- 
tions. H.  B.  5,  child  molestation,  was  discussed  during 
his  presence.  It  is  the  expressed  feeling  of  the  President 
that  representation  in  attendance  at  such  meetings  should 
be  continued  by  the  Association,  especially  for  the  pur- 
pose of  being  present  when  m.rtters  of  medical  signifi- 


cance are  discussed.  Medicine’s  views  on  such  occasion 
can  then  be  expressed.  Received  for  information. 
Maricopa  County  General  Hospital 

Dr.  Brewer  read  an  editorial  appearing  in  the  Tempe 
News  recently  entitled:  “What  Did  You  Say  Doctor”, 
addressed  to  him  as  President  of  this  Association  and  to 
Dr.  Richard  O.  Flynn,  President,  Maricopa  County  Medi- 
cal Society.  It  pertains  to  the  controversy  over  the  loca- 
tion of  the  new  Maricopa  County  General  Hospital.  Both 
doctors  responded.  Dr.  Brewer’s  reply  being  read.  Re- 
ceived for  information. 

Ohio  State  Medical  Association 

Presentation  of  Charles  L.  Hudson,  M.D.,  as  a candi- 
date for  President-Elect  of  the  American  Medical  As- 
sociation. Received. 

Francisco  Grande  Motel 

Offers  the  facilities  of  Francisco  Grande  Motel  at  Casa 
Grande  for  convention  site.  Received. 

Charles  E.  Henderson,  M.D. 
Secretary 

Meeting  Adjourned  at  4:05  P.M. 

MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Sunday,  Febru- 
ary 21,  1965,  in  the  Central  Offices  of  this  Association, 
Suite  201,  Safari  Building,  4601  North  Scottsdale  Road, 
Scottsdale,  Arizona,  convened  at  2:10  P.  M.,  Ian  M. 
Chesser,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Blute,  Jr.,  James  F.;  Brewer,  W.  Albert,  Presi- 
dent; Chesser,  Ian  M.,  Chairman;  Henderson,  Charles 
E.,  Secretary;  Herzberg,  Benjamin;  Hoffmann,  George 
L.;  Phillips,  Melvin  W.;  Rhu,  Jr.,  Hermann  S. 

Staff: 

Carpenter,  Robert,  Executive  Secretary;  Robinson, 
Bruce  E.,  Assistant  Executive  Secretary. 

Guest: 

Mr.  DeLeeuw,  Charles  A.,  Insurance  Consultant. 
Excused: 

Dr.  O’Hare,  James  E.,  President-Elect. 

PROFESSIONAL  LIABILITY  INSURANCE 

DR.  CHESSER: 

This  meeting  was  called  specifically  to  discuss  a sub- 
ject that  has  been  dear  to  the  hearts  of  the  Aledical 
Economics  Committee  for  many  years,  and  that  is  group 
malpractice  coverage  or  semi-group,  selective  coverage 
for  either  the  Association  or  for  indi\idual  county  so- 
cieties. 

About  two  or  three  years  ago  I was  approached  by 
Mr.  Raymond  A.  Scallin,  LL.B.,  of  tire  Physicians  and 
Surgeons  Underwriters  of  Minneapolis,  who  represented 
a company  which  was  primarily  concerned  with  the  oral- 
practice  insurance  for  physicians  in  Minnesota.  Mr. 
Scalliir  cairre  frorrr  a fanrilv’  of  attorneys;  his  father  was 
one  of  the  outstanding  rrralpractice  attorneys  in  Minne- 
sota and  he  was  well  aware  of  the  problenrs.  It  v\as  a 
unique  conrpairy  because  the  Board  of  Directors  consist- 
ed of  fifteen  physicians  and  they  seemed  to  know  tlu' 
problenrs  of  the  nredical  pi'oR'ssion  with  regard  to  mal- 
practice. I saw  Mr.  Scallin  on  several  occasions  when 
he  presented  this  subject  to  the  Ameriean  .\ssoeiation  of 
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Medical  Clinics  in  New  York  and  San  Francisco;  and, 
in  fact,  applied  for  permission  to  have  a representative  of 
his  company  meet  with  the  Board  of  Directors  of  this 
Association  in  order  to  acquaint  them  with  what  they 
had  to  offer,  and  this  was  refused  because  of  the  press 
of  other  business.  We  also  attempted  to  have  this  com- 
pany exhibit  their  product  at  our  state  Association  meet- 
ing two  or  three  years  ago  and  this  again  was  refused 
because  of  the  policy  of  this  Association  with  regard  to 
their  exhibits. 

Mr.  Charles  A.  DeLeeuw  has  fanned  the  flames  anew 
and  he  is  here  today  to  acquaint  us  with  what  this  com- 
pany has  to  offer.  I might  say  that  the  Maricopa  County 
Insurance  Committee,  I guess  it  was,  investigated  this 
particular  company  and,  after  much  difficulty,  finally 
got  answers  from  the  Minnesota  Medical  Association  con- 
cerning the  reliability  of  this  particular  company.  I think 
that  without  further  ado,  we  should  have  Mr.  DeLeeuw 
give  us  an  outline  of  the  program. 

Mr.  Charles  A.  DeLeeuw,  of  Phoenix,  Insurance  Con- 
sultant, responded,  first  presenting  for  review  by  those 
in  attendance  a summary  of  a professional  liability  (mal- 
practice) insurance  program  offered  by  the  Physicians 
and  Surgeons  Underwriters  Corporation  of  Minnesota. 
Currently,  Robert  D.  Semsch,  M.D.,  is  President  and 
Mr.  Ernest  B.  Graham,  an  experienced  insurance  man, 
is  Executive  Vice  President.  The  Board  of  Directors  of 
PSUC  is  composed  entirely  of  doctors  of  medicine.  Their 
program  is  underwritten  by  Cuaranty  Security  Insurance 
Company  of  Des  Moines,  Iowa  and  a reinsurance  or  as- 
sumption contract  is  issued  by  the  Security  Mutual 
Casualty  Company  of  Illinois. 

The  program  offered  is  not  truly  a group  program; 
however,  though  not  “automatic”,  it  would  be  extended 
to  all  members  of  the  Association  who  are  insurable 


risks.  The  premiums  would  be,  at  the  beginning,  ap- 
proximately fifteen  per  cent  less  than  the  prevailing 
rates. 

The  program  has  been  very  successful  as  reported  by 
the  Hannepin  County  Medical  Society  and  it  is  stated 
the  experience  there  within  the  past  five  years  has  re- 
sulted in  a premium  reduction  of  approximately  one- 
half.  Also,  to  a lesser  degree,  it  is  reported  the  program 
in  New  Mexico  is  operating  satisfactorily  and,  in  Ari- 
zona, Mr.  DeLeeuw  has  already  placed  insurance  for  a 
limited  number  of  its  doctors.  “Screening”  of  the  risks 
is  apparently  the  “key”  to  the  success  of  the  program. 

The  details  of  operation  were  reviewed  by  Mr.  De- 
Leeuw. This  midwest  insurance  company  is  purportedly 
in  good  financial  condition.  They  have  an  excellent  sur- 
plus. Their  rating  is  “good”  and  their  reinsurance  is  be- 
ing assumed  by  an  American  reinsurance  company,  a 
two  hundred  million  dollar  organization  which  has  a 
sixty  million  dollar  surplus. 

It  is  desirable  that  there  be  obtained  from  the  As- 
sociation an  approval  in  recognition  of  the  porgram  of- 
fered by  Physicians  and  Surgeons  Underwriters  Corpora- 
tion with  assurance  of  its  full  cooperation  in  the  cover- 
age of  its  members. 

It  was  regularly  moved  by  Dr.  Herzberg  ,seconded  by 
Dr.  Brewer  and  unanimously  carried  that  the  proposal  of 
the  Physicians  and  Surgeons  Underwriters  Corporation 
be  presented  by  the  Chairman  of  this  Committee  before 
the  Board  of  Direetors  at  its  Annual  meeting,  April  27, 
1965,  for  its  further  consideration. 

It  is  to  be  understood  that,  in  addition  to  Mr.  De- 
Leeuw, he  is  to  invite  Dr.  Semsch  and  Mr.  Craham  to 
be  present  on  this  occasion. 

MEETING  ADJOURNED  AT  3:20  P.M. 

Gharles  E.  Henderson,  M.D. 

Secretary 


24-HOUR  AMBULANCE  SERVICE  *AL  4-4111 


MOTOR  AND  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 


DONT  MISS 

EDWARD  R.  ANN  IS,  M.D. 
SPEAK  ON 

"What  is  Our  Future  in  Washington" 

at  the  special 

ArMPAC  Reception  and  Dinner 

6:30  P.M.  Thursday,  April  29th 
Terrace  Ballroom 

Pioneer  Hotel,  Tucson,  Arizona 
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EXPANDED  SALES  AND  SERVICE  FACILITIES 


for 

SANBORN  INSTRUMENTS 

in 

ARIZONA 


HEWLETT 
PACKARD  [h. 


m 


SANBORN 

DIVISION 


Recently  all  Sanborn  Branch  Office  people  in  Phoenix  joined  the  local 
offices  of  the  Neely  Sales  Division  of  Hewlett-Packard,  located  in 
Scottsdale. 

Through  this  new  arrangement,  you  will  be  assured  greater  depth 
of  service,  more  factory-trained  people,  greater  repair  facilities, 
and  quicker  service  on  supply  orders. 


HEWLETT  m 
PACKARD 


NEELY 

SALES  DIVISION 


Neely  Sales  Division  office  in  Scottsdale,  Arizona  (602-9If5-6Ut2) 
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> Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  In  the 
management  of  anxiety 
and  tension. 

■ The  high  safety«eflGicacy 
ratio  of  ‘Mlltown’  has 
been  demonstrated  by 
more  than  a decade 
of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures maybe  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  In  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


WALI.ACE  Laboratokies  / Cianhurv , j\ ,J . 


Come  on,  I’ll  walk  you  in.  That  a smug  gleam  in  your  eye? 


Could  be.  My  problem  hypertensiv] 
finally  came  around. 


Malignant? 


No,  plain  stubborn.  Moderately 
severe.  Grade  II. 


Use  anything  special? 


Just  Regroton.  One  tablet  daily, 


You’re  missing  something 


Regroton?  Haven’t  tried  it  yet, 


Superior  to  other  antihypertensives  ■ 
■ I in  76  of  80  patients  in  a 2-year  study* 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 weeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  breakfas 
Availability:  Bottles  of  100  and  1000  tablets. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus; 
reserpine  in  moderately  severe  and  severe  hyps 
‘ tension:  A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montre 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3454  i 


I IKE.  'VE.ST 

^fSim  m «««*k  -mme^ 


jsamm 


in 

private 

practice 


TUBERCUUN,T1NETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare;  vesiculation,  ulceration  or  necrosis  at  test  Site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  Ne\«  York 
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Since  1 94 1 this  has  been  the  physicians’  vitamin- 
mineral  formula  of  choice  in  the  West. 

It  still  is! 
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5055  North  34th  Street 
AMherst  4-4111 
PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


Hie/  cMu/Jj  olrvioipke/ie/ 

of  Camelb?ck  Hospital 
IS  one  of  relaxed  Western  living. 

.ooking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area, 
le  natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  ps\'chiatnc 
and  psychosomatic  disorders,  including  alcoholism. 


PROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


added 

margin 


to  meet  an 

extra 

challenge 


Test-tube  activity  of  a drug  is  only  one  indication  of  its  effectiveness.  More  im- 
portant is  the  amount  of  antibacterial  activity  at  the  site  of  infection. 


Ilosone®  produces  peak  levels  of  antibacterial  activity  two  to  Jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  it  attains  them  earlier  and  main- 
tains them  longer. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local 
stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  un- 
common with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds — 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds — 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds — 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


Ilosone® 

Erythromycin  Estolate 


Shy 


Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  India7ta. 
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Keith  T.  Maddy,  D.V.M , M P.H. 


Original  Articles 


OBSERVATIONS  ON  COCCIDIOIDES  IMMITIS 
FOUND  GROWING  NATURALLY  IN  SOIL 


The  author  reports  attempts  to  isolate  Coccidioides  immitis  from  desert  soil  in  south-central  Arizona  by 
methods  primarily  involving  1)  Animal  inocculation,  2)  Observation  of  plate  cultures,  and  3)  Direct  observa- 
sion  of  moistened  identified  natural  sites. 

The  fungus  was  found  in  widely  scattered  areas.  Over  a period  of  years  positive  sites  remained 
positive.  Other  sites  that  were  negative  remained  negative.  Even  in  areas  highly  infective  for  man, 
fungus  was  only  isolated  in  non-cultivated  and  non-irrigated  soils. 

One  positive  site  studied  intensively  yielded  no  isolations  except  in  the  immediate  vicinity  of  rodent 
burrows.  12  of  73  samples  from  the  surface,  14  of  68  from  six  inches  below  the  opening  of  the  bur- 
row, and  4 of  57  from  the  12  inch  depth  yielded  C.  immitis. 


OTHER  investigators  have  examined  several 
materials  in  nature  in  an  effort  to  determine 
the  habitat  of  Coccidioides  immitis.  In  a similar 
endeavor  the  writer  and  his  associates  made 
studies  on  a large  number  of  soil  samples  of 
several  types  as  well  as  on  a wide  variety  of 
kinds  of  fresh  and  decaying  vegetation,  fresh 
and  decomposed  animal  manures,  and  numerous 
combinations  of  these  substances.  Except  for 
organisms  obtained  from  infected  animals,  most 
isolations  in  nature  of  C.  immitis  made  by  the 
writer  as  well  as  by  other  workers  have  been 
from  soil  samples  from  semi-arid  areas  which 
had  not  previously  been  disturbed  by  man’s  ac- 
tivities. It  has  been  the  experience  of  the  writer 
and  his  associates  that  even  in  quite  infective 
geographic  areas  such  as  south-central  Arizona, 
soils  from  cultivated  and  irrigated  plots  when 
sampled  for  C.  immitis  have  been  universally 

Veterinary  Director  Officer,  National  Institute  of  Allergy  and 
Infectious  Diseases,  National  Institute  of  Health,  Public  Health 
Service,  Department  of  Health,  Education,  and  Welfare,  Bethes- 
da,  Maryland.  Most  of  the  observations  reported  in  this  paper 
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negative.  This  paper  reports  isolations  of  C. 
immitis  from  soil  by  m.ethods  primarily  involving 
1)  Animal  inoculation,  2)  Observation  of  plate 
cultures,  and  3)  Direct  observation  of  moistened 
identified  natural  sites. 

Materials  and  Methods 

1.  Isolation  method  with  emphasis  upon  ani- 
mal inoculation. 

The  soil  in  each  % pint  sample  was  well  mixed 
and  taken  to  the  laboratory  where  10  Gm.  of  the 
soil  were  suspended  in  30  ml.  of  warm  physio- 
logical saline  solution  (NaCl,  0.85%).  This  sus- 
pension was  thoroughly  mixed  and  was  allowed 
to  settle  for  two  hours.  Using  a pipette,  4 ml. 
of  the  supernatant  fluid  were  drawn  off  and 
placed  in  a test  tube.  To  this  was  added  1 ml.  of 
saline  solution  containing  20,000  units  of  peni- 
cillin and  4,000  units  of  streptomycin.  These 
were  mixed  and  allowed  to  stand  at  least  one 
hour.  The  contents  of  the  tube  were  drawn 
into  a 5 ml.  syringe  and  then  1.25  ml.  alicpiots 
were  injected  intraperitoneally  into  each  of  four 
mice. 
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All  mice  that  died  within  30  days  were  aiitop- 
sied  and  microscopic  examinations  were  made  for 
sporangia  of  C.  immitis  in  methylene-blue 
stained  smears  from  any  suspect  gross  lesions. 
On  the  30th  day,  the  remainder  of  the  mice  were 
killed,  autopsied,  and  were  similarly  examined 
for  sporangia  if  gross  lesions  were  found. 

If  sporangia  were  found,  four  tubes  (15  x 
125  mm.)  of  Sabouraud’s  dextrose  agar  were  in- 
oculated per  mouse  with  a mixture  of  the  lungs, 
liver,  spleen,  kidneys,  and  any  other  tissues  that 
contained  a suspect  lesion.  In  our  experience 
four  tubes  were  found  more  likely  than  a single 
tube  to  reveal  a minimal  infection.  The  tubes 
were  incubated  at  97°  F.  for  six  weeks.  Con- 
firmation consisted  of  determining  upon  gross 
and  microscopic  examination  of  any  fungal 
growth  that  developed  that  it  was  indistinguish- 
able from  C.  immitis. 

Even  if  no  lesions  were  found,  the  lungs,  liver, 
spleen,  and  kidneys  were  collectively  pulverized 
and  used  for  an  inoculum  for  four  tubes  of  Sa- 
bouraud’s dextrose  agar  per  mouse.  These  were 
incubated  at  97°  F.  for  six  weeks.  Any  suspicious 
growths  were  examined  grossly  and  microscopi- 
cally, and  if  they  were  suggestive  of  C.  immitis, 
each  suspect  specimen  was  mixed  with  4 ml.  of 
saline  solution,  and  then  1 ml.  was  injected 
intraperitoneally  into  each  of  four  mice.  Final 
confirmation  consisted  of  identifying  sporangia 
in  the  tissues  from  these  mice.  The  mice  were 
autopsied  30  days  post-injection  unless  they  died 
sooner. 

2.  Isolation  method  with  emphasis  upon  ob- 
servation of  plate  eultures. 

The  soil  in  each  % pint  sample  was  well  mixed 
and  taken  to  the  laboratory  where  10  Gm.  of  the 
soil  were  suspended  in  100  ml.  of  warm  sterile 
water.  This  was  vigorously  shaken  and  was  al- 
lowed to  settle  for  2 hours.  1-50,  1-100,  and 
1-500  dilutions  of  the  supernatant  were  prepared, 
and  for  each  dilution  2 petri  plates  were  inocu- 
lated with  .5  ml.  of  diluted  supernatant.  The 
medium  used  in  the  plates  was  Sabouraud’s  dex- 
trose agar,  to  which,  in  the  melted  state,  20  units 
of  penicillin,  40  micrograms  of  streptomycin  and 
.5  micrograms  of  cyclohexamide  were  added  to 
each  ml.  of  medium.  The  plates  were  allowed 
to  incubate  at  room  temperature  for  20  days  and 
they  were  examined  grossly  during  this  period. 
All  colonies  that  were  suggestive  of  C.  immitis 
were  examined  microscopically.  Subcultures 


were  made  on  plain  Sabouraud’s  dextrose  agar 
from  those  colonies  whose  microscopic  morphol- 
ogy was  typical  of,  or  similar  to,  C.  immitis.  If 
after  suitable  incubation  they  looked  suspect 
grossly  and  microscopically,  material  from  the 
colony  was  inoculated  into  mice  and  continued 
through  the  mouse  inoculation  technique  de- 
scribed in  method  number  one  above. 

3.  Direct  observations  of  moistened  identified 
natural  sites. 

One  series  of  soil  samples  taken  in  late  sum- 
mer had  resulted  in  9 isolations  of  C.  immitis 
from  36  samples  taken.  In  early  autumn  a fol- 
low-up study  was  made  of  each  positive  sample 
site  in  the  area.  Each  sample  site  had  been 
previously  marked.  Nine  positive  sites  were 
thus  identified  in  the  area.  Three  of  the  identi- 
fied negative  sites  were  also  included  in  the 
follow-up  study.  At  each  site,  soil  had  previously 
been  collected  from  an  area  no  broader  than  2 
ft.  in  diameter.  Around  the  stake  at  each  marked 
site  a circle  was  drawn  using  a 1 ft.  radius.  The 
circle  was  divided  into  four  portions  by  draw- 
ing one  north  to  south  line  and  one  east  to  west 
line.  At  each  site,  soil  was  removed  for  a depth 
of  6 inches  from  one  cj[uadrant. 

For  different  sites,  different  quarters  of  the 
circle  were  dug  out  so  as  to  give  a variety  of 
sunlight  and  heat  exposure  situations.  Each 
circle  was  sprinkled  with  distilled  water  until 
the  equivalent  of  one  inch  of  rainfall  had  been 
deposited  on  the  areas  over  a period  of  2 hours. 
Each  circle  was  then  covered  with  a piece  of 
Vs”  thick  window  glass  with  the  edges  sealed  to 
the  ground  with  moist  soil.  Each  site  was  then 
covered  with  a heavy  piece  of  brown  canvas. 

Eor  a period  of  a month,  daily  observations 
were  made  of  the  sites.  The  canvas  was  pulled 
back,  and  viewing  through  the  glass  was  attempt- 
ed. This  was  not  very  satisfactory,  and  the  glass 
had  to  be  moved  partially  aside  daily  for  close 
observation.  A standard  laboratory  microscope 
and  a standard  laboratory  dissecting  scope  with 
and  without  the  stage  assemblies  were  used  at 
the  sites  directly  over  suspect  fungal  colonies  to 
examine  the  developing  microflora. 

Results 

It  was  our  experience  that  the  plate  culture 
method,  besides  having  a high  potential  for  ac- 
cidental infection  of  laboratory  personnel  also 
resulted  in  few  identified  isolates  of  C.  immitis, 
because  we  required  the  proof  of  production  of 
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an  infection  in  animal  tissue  before  giving  the 
name  C.  imniitis  to  the  isolate.  Many  isolations 
were  made  of  fungi  from  soil  samples  which  in 
the  saprophytic  phase  appeared  to  be  C.  immitis, 
but  they  could  not  be  shown  to  produce  spor- 
angia after  injection  into  mice.  Some  of  the  cul- 
tures that  grossly  resembled  C.  immitis  had  simi- 
lar arthrospore  production.  However,  upon 
aging  some  of  these  developed  a chalky-white 
appearance  grossly  visible  on  the  surface  of  the 
culture.  Some  other  highly  suspect  cultures  de- 
veloped a pink  hue  to  the  base  of  the  culture 
upon  aging.  None  of  the  isolates  from  the  cul- 
tures with  the  chalky-white  appearance  or  the 
pink  hue  were  identfied  as  C.  immitis  by  animal 
inoculation.  After  checking  350  soil  samples 
with  the  plate  culture  method,  it  was  discarded. 
In  another  series  of  1250  soil  samples  the  animal 
inoculation  technique  was  used. 

Even  in  areas  highly  infective  for  man  (skin 
test  conversion  rate  equal  to  or  greater  than  25 
percent  per  year)  only  certain  isolated  areas  in 
non-cultivated  and  non-irrigated  soil  were  found 
to  be  positive.  Repeated  sampling  showed  that 
most  areas  remained  negative  and  that  the  few 
isolated  areas  which  were  identified  as  positive 
continued  to  remain  positive  for  years.  Certain 
soil-inhabiting  fungi  were  found  in  almost  all 
the  desert  soil  samples.  A few,  however,  are  like 
C.  immitis  in  that  they  are  found  only  on  rare 
occasions  in  scattered  areas.  They  also  appar- 
ently have  quite  special  optimum  microclimates. 

Soil  samples  were  collected  from  various  parts 
of  Arizona.  The  majority  were  collected  from 
the  arid  and  semi-arid  areas  of  the  southern  parts 
of  the  State.  The  most  detailed  studies  were 
done  in  the  desert  north  of  Phoenix. 

As  an  example  of  a positive  site,  a specific  one 
near  Cactus,  Arizona  where  a dog  had  apparently 
acquired  coccidioidomycosis  was  studied  in  de- 
tail by  the  writer'”  (Figs.  1-2).  From  an  area 
of  about  one  acre  in  size,  soil  samples,  24  from 
the  surface,  22  from  the  6-inch  depth,  and  17 
from  the  12-inch  depth,  all  from  areas  not  near 
rodent  burrows,  collected  at  intervals  during  a 
two-year  period  were  all  negative  for  C.  immitis. 
Of  soil  samples  collected  directly  from  rodent 
burrows,  12  of  73  from  the  surface,  14  of  68 
from  the  6-inch  depth,  and  four  of  57  from  the 
12-inch  depth  yielded  C.  immitis.  Almost  all 
positive  samples  had  been  collected  in  the  Sep- 
tember through  December  period.  Surface  soil 
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temperatures  were  too  high  in  the  early  sum- 
mer to  be  favorable  for  the  growth  of  many 
microorganisms. 

It  was  common  for  soil  temperature  one-half 
inch  below  the  surface  to  reach  the  140-160°  F. 
range  daily  for  almost  100  days  each  summer.  At 
lower  depths  the  temperatures  were  more  mod- 
erate but  were  still  quite  high.  In  the  surface 
soils  this  resulted  in  a substantial  reduction  in 
the  soil  microflora  found  in  soil  samples  after 
a hot,  dry  period  of  weather. 

The  greater  number  of  human  and  animal 
cases  of  coccidioidomycosis  was  reported  in  this 
general  geographic  area  in  the  autumn,  follow- 
ing the  late  summer  rains. 


Figure  1 

Site  near  Cactus,  Arizona  where  Coccidioicles  immitis  was 
isolated  by  direct  collection  of  fungus  material  from 
decaying  vegetation  in  soil. 


Figure  2 

Collection  of  soil  specimens  for  examination  for  presence 
of  Coccidioides  immitis. 
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Figure  3 

(a,  b,  c.)  Sketch  of  the  saprophytic  form  of  Coccidioides  immitis  as  it  appeared  in  its  natural  state  on  a substrate  of 
decaying  vegetation  in  desert  soil.  From  left  to  right  the  sketches  “a”  thru  “c”  represent  a change  in  appearance 
due  to  growth  as  well  as  dehydration.  The  sketchs  are  of  coverslip  preparations  stained  with  methylene  blue  to 
show  the  internal  structure.  The  form  at  the  left  which  was  moist  and  glistening  in  appearance  absorbed  very  little 
stain.  This  immatme  form  looks  deceptively  like  a Penicillium  sp.  because  of  the  conidiophore.  Dehydration  of 
the  spores  in  the  conidiophore  as  well  as  in  the  mycelium  results  in  a shrinking  inside  a more  stable  outside  wall. 
The  characteristic  barrel-shaped  arthrospore  with  the  empty  spaces  between  are  the  result. 


Prior  to  attempting  direct  observation  and 
identification  of  C.  immitis  growing  at  a natural 
site,  soil  from  these  sites  was  taken  to  the  lab- 
oratory and  studied  as  to  its  ability  to  support 
fungal  growth.  Some  stoppered  tubes  of  non- 
sterile  soil  were  moistened  with  water;  relatively 
little  obvious  gross  fungal  growth  was  noted  in 
20  days.  No  C.  immitis  was  identified.  A few 
ml.  of  plain  liquid  Sabouraud’s  dextrose  agar  if 
mixed  with  the  soil  greatly  enhanced  the  growth 
of  fungi.  Some  non-sterilized,  moistened  soil 
without  agar  was  inoculated  with  C.  immitis  for 
study,  and  some  of  the  same  soil  was  sterilized 
and  then  seeded  with  C.  immitis.  The  growth 
of  C,  immitis  in  soil  under  these  conditions  was 
studied  for  one  month.  C.  immitis  growth  was 
much  more  abundant  in  the  sterilized  soil. 

Daily  observations  were  made  in  the  specially 
dug  sample  pits  at  the  natural  site.  Each  after- 
noon at  about  2 p.m.  maximum  temperatures 
were  reached  in  the  pits;  this  was  in  the  90  to 
100°  F.  range. 

Prior  to  the  sprinkling,  this  desert  soil  had 
had  a moisture  content  of  2.2%  by  weight.  One 
day  after  the  sprinkling  the  moisture  percentage 
was  16.3%  by  weight.  On  the  14th  day  after 
sprinkling  the  soil  had  a 3.8%  moisture  content. 

The  first  fungi  were  seen  in  three  days.  The 
fungi  that  were  found  were  usually  seen  on 
pieces  of  decaying  organic  matter.  Decomposed 


pieces  of  rodent  feces  occasionally  were  the  type 
of  substrate  upon  which  fungi  were  first  found. 

On  the  fifth  day  some  suspect  mycelia  with 
internal  spores  were  first  observed.  On  the  fifth, 
sixth  and  seventh  days;  34  suspect  fungal  growths 
were  found  with  the  mycelia  containing  suspect 
spores.  At  least  one  suspect  sample  was  found 
at  each  of  the  12  sites.  These  were  plated  on 
fortified  Sabouraud’s  dextrose  agar.  These  were 
observed,  and  after  10  days,  12  still  looked  like 
C.  immitis.  These  were  injected  into  mice,  but 
none  resulted  in  a positive  identification. 

Of  the  suspect  fungi  taken  from  the  soil  on 
the  8th  day,  two  were  eventually  identified  as 
C.  immitis  by  mouse  inoculations  as  well  as  one 
taken  on  the  10th  day  (Figs.  3 and  4).  From  the 
8th  through  the  12th  day  23  suspect  fungi  had 
been  selected.  After  the  13th  day  no  more  sus- 
pect fungi  were  found  and  the  soil  became  quite 
dry.  All  three  positive  isolates  had  been  found 
on  pieces  of  decaying  vegetation  in  the  soil. 

All  three  identified  isolates  were  from  three 
previously  identified  positive  sites.  There  was 
no  pattern  to  the  soil  depth,  sector  of  the  circle, 
or  the  side  of  the  sample  pit  as  to  where  suspect 
or  identified  isolates  had  been  found. 

Discussion 

The  previous  observations  in  the  laboratory 
of  C.  immitis  growth  in  the  test  tubes  containing 
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moistened  soil  were  \ ery  useful  iu  selecting  the 
suspect  specimens  from  the  myriad  of  fungal 
colonies  that  grew  at  the  sampling  sites.  Those 
fungi  were  selected  as  possible  C.  immitis  isolates 
from  the  natural  sites  if  they  appeared  to  be 
morphologically  indistinguishable  from  C.  im- 
mitis as  it  grew  in  the  laboratory  on  inoculated 
soil. 

An  arthrospore  of  C.  immitis  when  moistened 
can  become  spherical  and  myclea  can  grow  out 
from  it.  A piece  of  viable  mycelia  can  also  pro- 
duce mycelia.  While  the  relative  humidity  re- 
mains close  to  100%  the  mycelial  growth  is 
predominant.  With  a drop  in  the  humidity,  in 
24  hours  spores  are  found  developing  as  part  of 
the  mycelium,  at  the  ends  of  mycelial  branches, 
and  within  the  side  branches  known  as  conidio- 
phores'"’.  The  new  spores  in  their  natural  state 
look  like  strings  of  white,  moist  glistening  spher- 
ical pearls  with  no  spaces  between  them.  With 
a continuing  drop  in  humidity,  in  a few  hours 
these  pearl-shaped  spores  shrink  down  to  the 
typical-shaped  arthrospores.  With  continuing 
drying  the  fungal  growth  loses  its  pliable  char- 
acteristics and  becomes  very  brittle.  The  arthro- 
spores break  away  one  by  one  or  several  at  a 
time  with  the  slightest  air  movement.  The  my- 
celial growth  and  spore  formation  sequence  ob- 
served in  nature  in  this  study  was  the  same  as 
had  previously  been  observed  on  sterilized  in- 
oculated moist  soil  in  the  laboratory. 

Apparently  C.  immitis  can  exist  where  there 
is  a definite  period  of  very  hot  weather  during 
which  there  is  little  or  no  rainfall.  During  this 
period  of  time,  the  surface  soil  becomes  partly 
sterilized.  C.  immitis  spores  or  pieces  of  mycelia 
remain  viable  just  below  a sterile  layer  of  soil, 
as  well  as  in  the  more  moist  and  nitrogen-richer 
environment  of  desert  rodent  burrows.  When 
rain  does  eventually  fall,  the  humidity  in  the 
surface  soil  probably  aproaches  the  optimum 
for  the  growth  of  the  fungus.  Then  C,  immitis 
appears  to  grow  well  until  other  soil  microorgan- 
isms interfere  with  its  propagation  or  until  the 
soil  dries.  The  fungus  probably  still  grows  for 
a while  in  the  cracks  and  holes  of  the  earth  until 
both  the  humidity  in  these  sites  drops  and  pos- 
sibly antibiotic  action  of  other  organisms  im- 
pairs its  growth.  The  environment  becomes  high- 
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Figure  4 

(a,  b,  c.)  X970.  Photomicrographs  of  sporangia  in  mouse 
tissues  from  tlie  three  isolates  of  Coccidioidcs  immitis 
collected  following  direct  observation  of  fungal  material 
growing  in  its  natural  state  on  decaying  vegetation  in 
desert  soil. 


April,  1965 


285 


Original  Articles 

ly  infective  for  mammals  with  winds  picking  up 
dust  and  arthrospores  of  C.  immitis  and  carry- 
ing them  about.  A study  of  prevailing  winds 
over  the  entire  endemic  area  has  not  given  any 
indication  that  viable  spores  are  blown  more 
than  a few  miles  beyond  their  source  in  nature. 
The  spores  probably  cannot  remain  viable  for 
long  periods  of  time  when  air-borne.  A majority 
of  the  human  and  animal  infections  seem  to  occur 
during  the  windy,  dusty  weather  following  the 
wet  seasons.  The  sun  again  begins  sterilizing 
the  surface  soil  and  the  infection  rates  begin  to 
drop.  Some  infections  still  occur  in  the  seasons 
between  peaks  of  infectivity.  These  sometimes 
result  from  digging  in  the  soil  and  bringing  up 
viable  spores. 

The  writer  has  previously  described  the  simi- 
larities of  the  endemic  area  for  coccidioidomy- 
cosis and  the  Lower  Sonoran  Life  Zone 
(Figs.  5 and  6). 

The  amount  of  rainfall  is  apparently  not  as 
important  as  the  precipitation  effectiveness 
which  is  determined  by  runoff,  evaporation, 
temperature,  vapor  pressure,  and  other  factors 
such  as  the  season  during  which  the  rainfall 
occurs.  Suitable  moistening  of  the  topsoil  at 
the  time  or  season  of  the  year  when  the  temper- 
ature is  most  ideal  results  in  the  development 
of  topsoil  humidity  and  warmth  that  are  opti- 
mum for  certain  plants,  fungi,  and  bacteria'®’. 

The  measured  rainfall  in  the  three  heavily 
endemic  areas  in  the  United  States  differs,  but 
the  effective  precipitation  among  the  areas  ap- 
pears to  be  far  less  disparate.  The  type  of  soil 
has  a good  deal  to  do  with  its  water-holding 
capacity.  The  soil  group  almost  synonymous 
with  the  Lower  Sonoran  Life  Zone  is  designated 
the  “reddish  soil  of  the  semiarid  to  arid  south- 
west.” This  is  a group  made  up  of  red  desert, 
reddish-brown,  and  noncalcic  brown  soils  with 
much  lithosol"'”.  The  soil  within  a locality 
can  very  considerably  in  type  and  consistency 
and,  consequently,  in  the  amount  of  rainfall 
necessary  to  maintain  a given  amount  of  mois- 
ture in  the  topsoil  for  a certain  period  of  time. 

The  three  heavily  endemic  areas  for  coccidio- 
idomycosis in  the  Southwest  as  indicated  by  the 
skin-test  study  of  Edwards  and  Palmer"”  in- 


clude 1.  Kern  County,  California,  2.  Pima,  Pinal 
and  Alaricopa  counties  in  Arizona,  as  well  as 
3.  the  counties  in  Texas  extending  from  New 
Mexico’s  southeastern  border  southeast  beyond 
Laredo. 

When  assessing  the  potential  infectivity  of  an 
area,  observations  of  the  flora  and  fauna  are  of 
value.  It  is  desirable  to  examine  the  soil  type 
and  color  and  to  take  a series  of  soil  tempera- 
ture and  moisture  determinations  over  an  ex- 
tended period  of  time.  The  latter  is  seldom 
practical,  and  thus  a study  of  the  available  cli- 
matic data  is  useful  particularly  to  ascertain  a 
combination  of  three  factors.  These  are  the 
average  mid-winter  temperature,  the  average 


Figure  6 

The  Lower  Sonoran  Zone  in  Arizona.  Coccidioides 
immitis  appears  to  propagate  within  this  zone  but  not 
outside  it.  Skin  test  studies  on  man  have  given  an  indi- 
cation of  this.  Skin  test  studies  on  home-raised  cattle 
have  tended  to  confirm  this.  Soil  sampling  studies  have 
added  further  evidence.  Figure  five  is  a composite  map 
of  the  generally  accepted  areas  of  the  Life  Zone.  Figure 
six  is  similar  except  an  area  along  the  Little  Colorado 
River  is  included.  Early  proponents  of  the  zone  concept 
included  this  area.  Skin  test  studies  have  indicated  that 
cattle  become  infeeted  in  this  valley  and  not  in  the 
area  nearby. 
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Figure  5 

The  Lower  Sonoran  Zone  of  the  United  States.  It  appears  that  Coccidioides  immitis  can  propagate  in  nature  in  most 
parts  of  this  zone  but  not  outside  of  it. 


mid-summer  temperature,  and  the  average  an- 
nual rainfall.  The  average  mid-summer  tem- 
peratures of  areas  of  high  infectivity  are  above 
80°  F.  Some  infections  have  occnrred  in  areas 
with  temperatures  as  low  as  77°  F.  but  seldom 
where  it  is  lower.  The  average  mid-winter  tem- 
perature is  above  45°  F.  in  areas  of  high  infec- 
tivity. Some  infection  occurs  where  the  temper- 
ature is  as  low  as  35°  F.  but  rarely  below  this. 
The  annual  rainfall  varies  from  5 to  20  inches 
in  the  more  endemic  areas.  As  rainfall  decreases 
to  less  than  5 inches,  infectivity  of  the  area 
drops.  Infections  do  not  seem  to  occur  in  areas 
with  more  than  20  inches  of  rainfall  unless  there 
are  particularly  high  temperatures  to  reduce  the 
precipitation  effectiveness. 

Possibly  there  are  a number  of  non-pathogenic 
strains  of  C.  immitis  in  nature,  or  perhaps  there 
are  several  fungi  in  soil  that  are  quite  similar  to 


C.  immitis.  These  organisms  should  not  be  over- 
looked in  the  search  for  immnnizing  agents. 

Since  there  are  substances  in  non-sterile  desert 
soil  which  appear  to  have  an  antibiotic  effect  on 
C.  immitis,  perhaps  the  search  for  therapeutic 
agents  should  include  this  source. 

Summary 

Natural  materials  which  were  primarily  soils 
collected  in  southern  Arizona  were  studies  for 
the  presence  of  Coccidioides  immitis  by  use  of 
methods  employing  animal  inoculation,  plate 
cultures,  and  direct  observation  of  moistened 
natural  sites. 

The  plate  culture  method  did  not  pro\  e to  be 
safe  or  satisfactory.  The  animal  inoculation  pro- 
cedure was  used  primarily.  Most  of  the  positi\  e 
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specimens  were  soils  from  semi-arid  areas  which 
had  not  previously  been  disturbed  by  man’s  ac- 
tivities. This  fungus  was  found  in  widely  scat- 
tered areas.  Over  a period  of  several  years 
identified  positive  sites  remained  positive  and 
identified  negative  sites  remained  negative. 

At  one  previously  identified  positive  soil 
sampling  area,  one  of  a periodic  series  of  soil 
samples  resulted  in  9 isolations  of  C.  immitis 
from  36  soil  samples.  These  identified  9 sites 
and  3 of  the  negative  sites  were  partially  ex- 
cavated for  a depth  of  6 inches.  They  were 
moistened  with  the  equivalent  of  one  inch  of 
rainfall,  and  then  they  were  covered  with  glass 
and  canvas.  The  pits  were  examined  daily  for 
fungal  growths.  Fifty-seven  suspect  fungi  were 
collected  during  the  next  12  days.  Three  of 
them  were  eventually  identified  by  the  mouse  in- 
traperitoneal  injection  technique  as  C.  immitis. 


All  three  had  been  found  growing  on  pieces  of 
decaying  vegetation  in  the  soil. 
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Varied  Opinions  of  Drug  Usefulness 

The  (pharmaceutical)  industry  believes  that  since  the  practice  of  medicine 
is  not  yet  an  exact  science  and  since  the  body  cell  is  often  unpredictable  from 
body  to  body,  even  hour  to  hour,  there  should  be  proper  recognition  of  the  fact 
that  differences  of  opinion  in  medicine  over  usefulness  of  product  and  technic 
will  continue  long  after  all  of  us  here  today  are  gone.  The  bedside  approach  to 
the  sick  person  is  still  more  dependable  than  slide  rule  application  from  a pro- 
tected arm  chair.  Differences  of  opinion  simply  must  be  recognized,  appreciated 
and  accepted  when  such  differences  emanate  from  well  informed  and  medically 
accepted  sources.  Otherwise,  decision  making  for  the  majority  of  the  sick  may 
well  cause  death  for  the  minority  of  the  ill  as  legislators,  regulatory  officials, 
hospital  administrators  and  welfare  agencies  attempt  to  apply  formulas  rather 
than  reason  to  matters  involving  the  use  of  new  medicines.  — Austin  Smith, 
M.D.,  in  Experimental  Medicine  and  Surgery,  22:  2-3,  (June/Sept.)  1964. 
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Evaluation  of  Indomethacin, 

A Non-Steroid  Agent,  in  Rheumatic  Diseases 


Harry  E.  Thompson,  M.D. 


Harold  J.  Rowe,  M.D. 


This  paper  serves  to  acquaint  the  reader  with  a new  anti-inflammatory  agent  that 
may  prove  useful  in  some  of  the  arthritides.  Its  exact  place  in  the  armentarium 
against  inflammation  is  as  yet  unknown.  In  this  study,  double  blind  techniques 
were  not  used,  therefore,  the  results  partially  obtained  by  subjective  evaluation 
must  be  suspect.  However,  the  study  has  helped  in  defining  the  dosage  of  the 
medicine  and  its  side  effects  and  toxicity. 


This  evaluation  of  Indomethacin  was  started 
in  1961,  when  twenty-five  patients  with  vari- 
ous rheumatic  diseases  received  first  placebos 
and  subsequently  Indomethacin.  Sufficient 
therapeutic  benefits  were  obtained  to  warrant 
continuation  of  the  study,  utilizing  an  improved 
capsular  form  of  the  agent. 

This  anti-inflammatory,  non-steroid  analgesic 
agent,  Indomethacin,  Ci9Hi6Na4Cl,  is  evaluated 
in  this  report.  It  summarizes  the  method  of  ad- 
ministration, the  laboratory  data,  the  response  to 
Indomethacin,  and  reactions  or  undesirable  side- 
effects  in  forty-two  patients  with  rheumatic  di- 
seases — 35  chronic  rheumatoid  arthritis,  2 sys- 
temic lupus  erythematosus,  4 degenerative  joint 
disease,  and  1 rheumatic  fever. 

Method  of  Administration 

(See  Table  1) 

Indomethacin  was  started  in  25  mg.  or  50  mg. 
doses  once  or  twice  daily  and  gradually  increased 
to  200,  400,  and  in  some  patients  to  800  mg.,  di- 
vided into  4 daily  doses.  Forty-two  patients  re- 

®From  the  Clinical  Research  Laboratory,  Tucson,  Arizona,  aided 
by  a laboratory  grant  from  Merck,  Sharp  and  Dohme  Research 
Laboratory,  West  Point,  Pa. 


ceived  it  from  1 to  60  weeks.  Twelve  of  29 
chronic  rheumatolid  arthritics  received  400  mg. 
and  17  received  200  mg.  or  less  per  day.  Two 
patients  with  systemic  lupus  erythematosus  re- 
ceived 200  mg.  daily,  and  4 with  degenerative 
joint  disease,  400  mg.  daily. 

Laboratory  Data 

Laboratory  examinations  on  all  patients  were 
done  immediately  prior  to  administration  and 
repeated  at  six-week  intervals,  unless  changed 
for  other  reasons.  These  consisted  of  hemato- 
crit, hemogolbin,  total  leukocyte  count,  sedi- 
mentation rate,  urinalysis,  phenolsulfonphthalein 
kidney  function  test,  platelet  determination,  ce- 
phalin  flocculation,  thymol  turbidity,  and  guaiac 
test  for  blood  in  the  stool. 

Response  to  Indomethacin 

(See  Table  1) 

A favorable  response  (objective  signs  of  less 
swelling,  local  inflammation  and  stiffness,  and 
subjective  relief  of  pain)  occurred  in  22  of  35 
patients  with  rheumatoid  arthritis,  i.e.,  15  of 
27  peripheral  adult,  2 of  2 juvenile,  and  5 of  6 
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TABLE  No.  1 - SUMMARY 

Rheum.  Arth. 
Chronic  Adult 
Peripheral 

Rheumatoid 

Spondylitis 

Chronic 

Systemic 

Lupus 

Erythematosus 

Degenerative 
Joint  Disease 
Osteoarthritis 

Number  of  patients 

29  (2  juvenile) 

6 

2 

4 

Maximum  daily  dose  

200-400  mg.^ 

800  mg.^ 

200  mg. 

400  mg. 

Therapeutic  response  in 

17 

5 

1 

2 

Indomethacin  discontinued  in 

17 

1 

1 

2 

Reactions  in 

15 

1 

1 

2 

1.  12  on  400,  17  on  200  or  less  maintenance  dose  daily. 

2.  1 on  800,  4 on  400,  1 on  50  maintenance  dose  daily.  Corticosteroid  reduced  in  11  of  21  patients. 


rheumatoid  spondylitis.  Similar  favorable  re- 
sponses were  obtained  in  2 of  4 degenerative 
joint  disease,  1 of  2 systemic  lupus  erythema- 
tosus, and  1 rheumatic  fever  patient. 

Undesirable  Effects  and  Reactions 

(See  Tables  1 and  2) 

Undesirable  side-effects  or  reactions  were 
noted  in  19  of  42  patients.  In  15  of  the  19,  In- 
domethacin  had  to  be  discontinued.  These  reac- 
tions inclnded  8 with  headache,  nausea,  and  vom- 
iting; 2 with  peptic  ulcer  (1  duodenal,  1 gastric); 
1 with  bilateral  scleritis;  1 with  dermatitis;  and 
3 with  depression  of  hemogram. 

In  only  the  last  3 patients  did  the  laboratory 
data  exhibit  abnormal  change.  Two  had  a drop 
in  hematocrit  or  hemoglobin.  Hemoglobin  de- 
pression amonnted  to  2 grams  in  one  patient  and 
0.6  grams  in  the  other.  In  one  patient  an  aggra- 
vation of  a pre-existing  leukopenia  with  a de- 
pression of  hemoglobin  also  occurred.  These 
abnormalities  returned  to  the  original  values 
after  discontinuance  of  the  Indomethacin. 
Sedimentation  rates  were  not  changed  materially, 
neither  np  nor  down,  and  there  was  no  constant 
correlation  with  the  administration  of  Indome- 
thacin. 

Discussion 

Our  experience  with  Indomethacin,  as  well  as 
that  of  Norcross  and  Lockie*,  C.  Smith^,  and 
others^''*'®,  confirms  the  anti-inflammatory  anal- 
gesic effect  of  this  agent.  Most  investigators 


TABLE  NO.  2 - UNDESIRABLE  SIDE-EFFECTS  IN 
15  PATIENTS  REQUIRING  DISCONTINUANCE  OF 
INDOMETHACIN 

Headache,  nausea  or  vomiting 8 

Peptic  ulcer 2 

Scleritis I 

Dermatitis 1 

Depression  of  hemoglobin 3 

Leukopenia* 1 

* Increased  leukopenia  in  one  of  the  above  patients. 


noted  better  results  with  Indomethacin  in  pa- 
tients with  rheumatoid  spondylitis  than  in  other 
rheumatic  diseases,  and  noted  that  acute  gouty 
attacks  were  relieved  very  rapidly.  Dosage  levels 
have  not  yet  been  determined.  Our  experience 
would  indicate  that  200  mg.  or  less  per  day  is 
indicated,  since  the  severity  of  the  undesirable 
side-effects  appears  proportional  to  the  dosage 
level.  The  use  of  Indomethacin  may  be  followed 
by  undesirable  side-effects:  gastritis,  peptic  ni- 
cer, dematitis,  and  depression  of  blood  cellular 
elements.  Fortunately,  in  our  patients,  all  of 
these  were  reversed  when  the  drug  was  discon- 
tinued. These  undesirable  reactions  in  many  re- 
spects resemble  those  of  phenylbutazone,  a non- 
chemically  related  drug. 

Summary  and  Conclusions 

This  study  indicates,  first,  that  abont  50%  of 
the  patients  with  peripheral  rheumatoid  arthritis, 
systemic  lupus  erythematosus,  and  degenerative 
joint  disease  (osteoarthritis)  show  a favorable 
response  to  Indomethacin;  second,  aproximately 
the  same  percent  either  have  no  response,  or  this 
agent  must  be  discontinued  because  of  reactions; 
third,  most  rheumatoid  spondlylitic  patients  re- 
spond excellently  to  Indomethacin  and  tolerate 
larger  doses;  and  finally,  corticosteroids  may  be 
reduced  by  the  addition  of  Indomethacin  in 
about  50%  of  the  patients. 

Indomethacin,  a non-steroid  anti-inflamma- 
tory agent,  appears  to  be  most  valuable  in  rheu- 
matoid spondylitis  and  may  be  employed  in 
other  rhenmatic  diseases.  Corticosteroid  dosage 
levels  may  be  reduced  by  its  addition.  Reac- 
tions occur  frequently  following  administration 
of  Indomethacin,  so  that  careful  clinical,  lab- 
oratory, and  dosage  control  are  necessary. 
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Gas  Gangrene  of  the  Uterus 

report  of  a cure 


Raymond  F.  Bock, 
M.D.,  F.A.C.O.G. 


Gas  gangrene  of  the  uterus  is  a rare  but  lethal  infection.  Treatment  of  this  malady 
is  still  controversial.  This  interesting  case  report  reviews  the  basic  bacteriology 
and  the  successful  management  of  such  a case. 


PATIENT,  Mrs.  R.  S.,  twenty-seven  years  old 
Gravida  iv  Para  ii  was  admitted  to  St.  Joseph’s 
Hospital,  May  9,  1962  with  prolapsed  umbilical 
cord.  Expected  date  of  confinement  was  July 
15,  1962.  Three  weeks  prior  to  admission,  this 
patient  suffered  a spontaneous  rupture  of  the 
membranes  and  48  hours  later  was  placed  on  one 
gram  of  Erythromycin  daily  with  four  grams  of 
triple  sulfa.  This  therapy  was  continued  to  the 
time  of  admission.  On  admission,  no  pulsations 
were  felt  in  the  umbilical  cord  and  the  patient 
was  not  in  labor.  Attempts  to  produce  labor 
with  Tocosamine  met  with  failure  and  intraven- 
ous pitocin  was  administered.  This  resulted  in  a 
desulatory-type  of  labor  with  slow  dilitation  of 
the  cervix.  On  May  10,  1962  — about  36  hours 
after  admission,  the  patient  was  delivered  by 
breech  extraction.  Eollowing  delivery,  the  pla- 
centa showed  no  signs  of  spontaneous  separa- 
tion. An  exploration  of  the  uterus  revealed  a 
densely  adherent  placenta  and  a diagnosis  of 
placenta  accreta  was  made.  Attempts  to  remove 
this  resulted  in  the  removal  of  a small  cotyledon 
(which  was  sent  to  the  laboratory).  Because  of 
severe  hemorrhage,  patient  was  tightly  packed 
with  a plain  gauze  packing  and  transfused.  I 
decided  to  leave  the  packing  in  the  uterus  for 
a period  of  36  hours  and  then  do  a hysterectomy 


as  a treatment  of  choice.  Immediately  after 
delivery,  patient  was  placed  on  one  gram  of 
Chloromycetin  and  two  grams  of  penicillin  daily. 
The  patient  was  febrile,  and  the  pulse  rate  ac- 
celerated, before  and  during  delivery.  Thirty- 
six  hours  following  delivery,  the  patient  had  a 
severe  chill  and  spiked  a temperature  of  102 
degrees.  Her  original  packing  was  removed  at 
this  time  because  of  the  onset  of  severe  uterine 
cramping.  No  excessive  bleeding  was  encount- 
ered. However,  the  odor  from  the  vaginal 
and  uterine  discharge  was  foul  and  an  imme- 
diate culture  was  taken  from  the  uterine 
cavity  and  a direct  gram  stain.  An  anaerobia 
culture  was  also  taken  because  of  the  suspicious 
odor  of  the  discharge.  Direct  gram  stain  at  this 
time  showed  many  gram  negative  bacteria  and 
many  gram  positive  cocci.  During  the  four  days 
immediately  following  the  removal  of  the  pack- 
ing, patient  ran  a very  septic  course  and  had  all 
the  physical  signs  of  an  acute  fulminating  endo- 
metritis with  associated  parametritis.  Severe  pain 
characterized  this  infection  with  retained  pla- 
centa, necessitating  large  doses  of  opiates  and 
analgesics.  The  antiobiotic  therapy  was  in- 
creased to  2 grams  of  Chloromycetin  daily  with 
a continued  use  of  2 grams  of  penicillin  daily. 
She  was  also  started  on  large  doses  of  tocopherol 
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400  mg.  four  times  daily  . This  therapy  started 
in  conjunction  with  her  antibiotics  to  reduce 
the  amount  of  associated  phlebothrombosis  and 
arteriolar  thrombosis  found  in  acute  endometritis. 
Four  days  after  the  removel  of  the  packing,  the 
anaerobic  culture  was  positive  for  clostridia  or- 
ganisms. Immediately  sensitivity  tests  were  per- 
formed and  the  clostridia  organisms  isolated, 
tentatively  identified  as  clostridia  multifermen- 
tans,  showed  sensitivity  of  Chloromycetin  and 
penicillin  primarily,  and  secondary  slighter  sensi- 
tivity to  Tetracycline  and  Erythromycin.  The 
organism  was  also  sent  to  the  Department  of  Bac- 
teriology at  the  Walter  Reed  Army  Medical  Cen- 
ter and  subsequent  reports  from  them,  received 
at  a later  date,  showed  this  to  be  clostridia  per- 
fringens  Type  A.  During  this  period,  to  the  time 
of  the  positive  culture,  this  patient  was  very 
acutely  ill,  showing  signs  of  a severe  necrotizing 
type  of  endometritis  and  the  discharge  remained 
foul  and  bloody.  Pain  was  excruciating.  She  did 
not  pass  any  placental  tissue  during  this  period, 
nor  at  any  subsequent  period.  Penicillin  therapy 
was  increased  to  10,000,000  units  daily,  Chloro- 
mycetin increased  to  4 grams  daily  and  the 
patient  also  received  over  a period  of  three  days, 
a total  of  120,000  units  of  gas  gangrene  antitoxin. 
All  during  this  period,  large  doses  of  tocopherol 
were  continued,  namely  1,600  mg  daily.  Patient 
received  supportive  therapy  with  transfusions 
and  intravenous  solutions.  She  at  no  time  showed 
signs  of  general  peritonitis  but  had  some  peri- 
toneal irritation  and  definite  pelvic  peritonitis. 
During  this  period  of  acute  endometritis  prior  to 
surgery,  direct  smears  were  taken  from  the 
uterine  cavity.  On  May  23,  1962,  direct  uterine 
swab  with  gram  smear  showed  a marked  reduc- 
tion in  the  number  of  clostridia  found.  An  anaer- 
obic culture  was  also  taken  at  this  time.  This 
culture  subsequently  never  grew  any  clostridia 
organisms.  Patient’s  general  condition  was  ex- 
tremely poor  in  spite  of  adequate  supportive 
therapy  with  transfusion  and  antitoxin  and  large 
doses  of  antibiotics.  Urinary  output  decreased. 
Close  check  on  the  blood  picture  revealed  an 
increasing  hemolytic  anemia  in  spite  of  support- 
ing transfusions.  Operation,  namely  abdominal 
hysterectomy,  was  performed  on  May  24,  1962 
fourteen  days  postpartum. 

Decision  to  operate  was  based  on  the  follow- 
ing reasons:  (1)  direct  uterine  smears  showed  the 
organism  to  be  reduced  to  a low  point;  (2)  the 


onset  of  oliguria  and  hemolytic  anemia  showed 
that  the  toxins  liberated  by  this  organism  were 
having  a severe  systemic  reaction.  A moderately 
enlarged  uterus  was  found  with  a serosa  that 
was  dull  and  edematous  in  appearance.  Para- 
metrial  tissues  were  markedly  thickened  and 
edematous. 

The  uterine  vessels  and  the  parametrial  ves- 
sels were  ligated  by  suture  ligature.  The  vagina 
was  entered  anteriorly  and  the  uterus  exercised. 
During  the  excision,  it  was  obvious  that  the 
entire  cervical  cavity,  including  most  of  the 
cervical  tissue  up  to  the  serosa  and  also  includ- 
ing the  entire  lower  uterine  segment  up  to  the 
serosa,  was  involved  in  a massive  necrotic  con- 
dition. Grossly,  this  resembled  caviar  and  the 
term  “caviar  uterus”  might  well  be  applied  to 


Figure  1. 

Gross  specimen  — uterus.  “Caviar  uterus.” 


elostridia  infections  of  this  organ.  The  uterus  was 
excised  in  toto  and  numerous  areas  of  the  vaginal 
cuff  further  excised  because  of  existing  necrosis 
of  these  areas.  The  entire  area  was  irrigated  with 
half  strength  hydrogen  peroxide  solution  and 
a hydrogen  peroxide  sponge  placed  down  in  the 
vaginal  canal.  Further  debridement  of  all  visible 
necrotic  tissue  was  performed.  Bleeding  points 
were  controlled  by  suture  ligature.  The  middle 
vagina  was  allowed  to  remain  open  but  the 
entire  area  was  peritonealized  v/ith  the  utero- 
vesicle  flap  of  peritoneum.  The  abdomen  was 
again  irrigated  with  half  strength  hydrogen  per- 
oxide solution  and  a normal  saline  solution. 
Routine  closure  with  drains  was  performed. 

Postoperative  diagnosis  was  massive  gas  gan- 
grene infection  of  the  uterus,  type  of  organism 
still  to  be  determined.  During  the  operation,  the 
patient  underwent  surgical  shock  but,  due  to 
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the  excellent  efforts  of  the  anesthesiologist,  this 
condition  was  well  controlled.  Postoperatively, 
the  patient  was  kept  on  large  doses  of  penicillin, 
and  2 to  4 grams  daily  of  Chloromycetin. 
Temperature,  pulse  and  respirations  returned 
rapidly  to  normal.  On  the  third  postoperative 
day,  antibiotic  therapy  was  reduced.  Penicillin 
was  continued  1 gram  a day  up  through  the 
fifth  postoperative  day.  Chloromycetin  was 
changed  to  Tetracycline  1 gram  daily  and  all 
antibiotics  were  discontinued  on  the  tenth  post- 
operative day.  Patient  did  not  undergo  any 
wound  infection;  the  vagina  was  irrigated  four 
times  daily  with  half  strength  hydrogen  per- 
oxide solution.  The  recovery  following  the  re- 
moval of  the  gangrenous  uterus  was  very  rapid. 
Patient’s  hemoglobin  and  hematocrit  rose,  the 
urinary  output  remained  excellent  starting  24 
hours  following  surgery.  No  other  supportive 
therapy  was  given.  No  further  gas  gangrene 
antitoxin  was  used.  Patient  was  discharged  from 
the  hospital  on  the  seventh  postoperative  day 
in  good  condition. 

Pertinent  portions  of  the  pathologist’s  diag- 
nosis are  as  follows:  “The  uterus  is  diffusely 
enlarged  and  there  is  a dull,  ragged  grey  endo- 
metrial lining  and  a hemogenous  dull  translucent 
alteration  of  the  myometrial  tissues  on  cross 
section.  There  is  creptitation  in  the  lower  uterine 
segment  and  in  this  region  there  is  necrosis 
extending  almost  to  the  external  surface  of  the 
uterus  in  the  region  of  the  parametrium  with 
dull,  necrotic  tissue  which  merges  with  the  rela- 
tively massive  blood  clot.  Tissue  has  an  offensive 
odor.  Sections  from  various  portions  of  the 
uterus  reveal  a diffuse  necrosis  of  the  entire 
lining  associated  with  heavy  polymorphonuclear 
leucytic  exudate.  Sections  from  the  zone  of  the 
attachment  of  the  blood  clot  at  which  point  the 
uterine  wall  was  greatly  thinned  and  appeared 
necrotic,  revealed  chorionic  villi  infiltrating 
among  smooth  muscle  bundles  associated  with 
necrosis  and  edema.  In  this  region  the  infiltrat- 
ing placental  tissue  extends  close  to  the  external 
surface  of  the  uterus  and  there  is  no  recogniz- 
able decidua.  In  some  of  the  blocks  associated 
with  necrosis  and  edema,  there  are  circular  clear 
spaces  which  may  represent  focci  of  gas  pro- 
duction. At  various  points  in  relation  to  the 
necrotic  tissue,  there  are  gram  positive  bacilli, 
possibly  representing  clostridia.  Sections  of  the 
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cervical  tissue  reveal  similar  necrosis  and  inflam- 
mation.” Pathological  diagnosis  was:  (I)  necrotiz- 
ing pueperal  metritis  due  to  infection  with  clos- 
tridia perfringens;  (2)  placenta  increta. 


Figure  2. 

Edema  — hemorrhage.  Necrosis  of  uterine  wall  with 
gas  formation  and  B.  Welchii  organisms. 


Figure  3. 

Chorionic  villi,  invading  masculature  to  the  serosa  with 
associated  hemorrhage,  edema  and  necrosis.  True 
placenta  increta. 


DISCUSSION 

Infections  with  bacillus  perfringens  (bacillus 
welchii)  are  malignant  and  lethal  whether  in 
the  uterus  or  elsewhere.  This  is  due  primarily 
to  the  liberation  of  three  exotoxins;  namely  the 
Alpha  toxin  which  is  hemolytic,  necrotizing  and 
lethal;  the  Theta  toxin  which  is  primarily  hemo- 
lytic; and  the  Kappa  toxin  which  is  a collagenase 
and  digests  collagen  of  subcutaneous  tissues  and 
muscle,  producing  hemorrhage,  necrosis  and 
edema,  thus  facilitating  the  spread  of  the  infec- 
tion. This  organism  produces  a wall  of  necrosis 
advancing  in  front  of  it.  Incubation  period  of 
this  infection  is  short  — from  nine  to  forty-eight 
hours.  Infections  of  the  uterus  with  clostridia 
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welchii  are  extremely  malignant  and  chemo- 
therapy should  only  be  used  as  a supplement  for 
surgical  treatment.  Previous  studies  have  shown 
Clostridia  organisms  to  be  isolated  in  normal, 
pregnant  patients.  Published  reports  by  Bysshe, 
Falls  and  Butler  indicate  clostridia  cultures  pres- 
ent in  five  to  eight  percent  of  otherwise  normal 
pregnant  patients  and  as  high  as  twenty-seven 
percent  positive  cultures  in  postabortal  patients. 
In  order  for  clostridia  infections  to  progress,  vir- 
ulent organisms  must  be  present  in  dead  or 
traumatized  tissue.  In  the  case  recorded  here, 
long  rupture  of  the  membranes,  followed  by 
necrosis  occurring  in  a placenta  increta,  fur- 
nished an  ideal  media  for  the  growth  of  the 
Clostridium  organism.  (References:  1,  2,  3,  4, 
5,  6 and  7). 

SUMMARY 

Surgical  treatment  of  clostridia  infections  of 
the  uterus  is  the  treatment  of  choice.  Since 
Clostridium  infections  of  the  uterus  are  relatively 
uncommon,  diagnosis  is  not  always  established 
early.  If  diagnosis  of  clostridia  infection  is  diag- 
nosed early  and  the  patient’s  condition  warrants, 
immediate  and  total  hysterectomy  should  be 
done.  In  the  case  reported  here,  the  diagnosis 
was  established  four  days  after  the  onset  of  the 
acute  puerperal  endometritis.  In  the  treatment 
of  all  cases  of  puerperal  endometritis  and  me- 
tritis, difficulty  arises  in  the  inability  of  the 
chemotherapeutic  agents  reaching  the  area  of 
infection.  This  is  due  to  the  surrounding  arter- 
iolar thrombosis  and  this  condition  is  much  more 


A case  of  puerperal  sepsis  is  reported  in  which 
a Clostridium  Welchii  infection  complicated  pla- 
centa increta.  The  patient  was  treated  with  large 
doses  of  Chloromycetin,  penicillin,  gas  gangrene 
antitoxin  and  alpha  tocopherol.  A total  hyster- 
ectomy was  done  on  the  fourteenth  postpartum 
day.  Recovery  following  this  was  uneventful. 
The  diagnosis  of  acute  clostridia  Welchii,  endo- 
metritis and  metritis  was  established  by  in- 
trauterine culture  and  by  pathological  examina- 
tion of  the  uterus. 

marked  in  clostridia  infections.  This  organism 
produces  a wall  of  necrosis  difficult  to  penetrate. 
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Purchase  of  Drugs  — ''An  Unwanted  Event" 

One  of  the  best  buys  (if  indeed  not  the  best)  in  our  eountry  today  is  the 
purchase  of  drugs.  Considering  what  one  gets  for  his  money,  namely,  better 
health  and/or  less  suffering,  the  cost  is  most  usually  well  worth  every  penny 
spent.  It  is  most  unfortunate  though  that  many  people  believe  quite  differently. 
Whatever  their  reason  may  be,  there  frequently  lies  hidden  that  unpleasant  fact 
of  paying  for  an  unwanted  event.  — Joseph  P.  Schaefer,  in  New  Physician, 
14:  1,  (Jan.)  1965. 
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MEDICAL  EDUCATION  IN  A CITY-COUNTY  HOSPITAL 


City-County  Hospitals  can  provide  an  excellent  opportunity  for  post- 
graduate medical  education.  However,  in  many  of  these  hospitals  there 
are  problems  of  understaffing  and  excessive  patient  load.  In  this 
article  the  author  discusses  some  of  the  difficulties  involved  in  obtain- 
ing good  educational  standards  as  well  as  providing  high  quality 
patient  care. 


Medical  education  for  interns  and  residents 
in  a city-county  hospital  can  be  accurately 
characterized  as  difficult,  dangerous  and  dis- 
couraging. To  focus  on  the  subject  we  may  trace 
the  natural  history  of  a large  city-county  hospital 
in  the  following  diagram. 

City-county  hospitals  come  into  existence  for 
only  one  purpose  — to  provide  patient  care  for 
indigent  ill.  These  hospitals  usually  begin  at 
the  far  left  of  the  diagram  and  their  origins  are 
rarely  auspicious.  Some  rise  from  poor  farms, 
others  from  jails,  rest  homes  and  converted  army 
barracks.  Such  origins  in  compromise  and  ex- 
pediency set  the  tone  for  subsequent  develop- 
ments. Make-do  and  excessive  pragmatism  be- 
come the  hallmarks  of  city-county  hospital 
operations  rather  than  the  high  standards  of 
excellence  so  much  to  be  desired  in  most  of  our 
institutions  and  endeavors. 

When  does  this  natural  history  or  evolution  of 
a charity  hospital  begin?  Sometimes  never. 

It  often  begins  when  a community  and  its 
charity  hospital  reach  a sufficient  size  to  attract 
the  interest  and  participation  of  an  attending 
staff  of  medical  and  surgical  specialists  practic- 
ing in  that  community.  This  potential  teaching 
faculty  makes  the  evolution  possible.  But  these 
specialists  do  not  initiate  the  evolution  nor  are 
they  responsible,  even  though  some  may  be 

_ from  an  Address,  Regional  Meetings  of  the  American 

College  of  Physicians,  Tucson,  Arizona,  December  7,  1963. 

Director  of  Medical  Education,  Maricopa  County  General 
Hospital,  Phoenix,  Arizona. 


inclined  to  take  the  credit.  The  development  of 
a city-county  hospital  and  the  quality  of  its 
patients’  care  rest  legally  and  morally  on  the 
shoulders  of  elected  public  officials  and  their 
appointed  representatives;  hospital  trustees  and 
administrators.  These  trustees  must  initiate  the 
evolution  and  take  the  credit  or  discredit  as  the 
case  may  be.  The  role  of  the  attending  staff  is 
advisory  and  supportive,  not  primary  and 
initiative. 

As  with  all  biological  evolutions,  this  may  be 
a relative  failure  or  success.  One  common  fail- 
ure is  of  particular  interest.  As  the  indigent 
patient  load  increases  with  community  growth, 
hospital  trustees  under  financial  pressure  of  local 
politics  may  be  tempted  to  capitalize  on  the 
fact  that  interns  and  residents  can  be  hired  for 
much  less  money  than  most  mature  con- 
tract physicians.  Hiring  such  interns  and  resi- 
dents primarily  for  service  (now  to  be  called 
house  doctors)  does  not  result  in  the  desired 
evolution  of  a medical  center.  Medical  education 
is  not  the  objective.  A teaching  faculty  is  not 
attracted.  There  is  little  motivation  for  house 
doctors  to  do  their  best.  The  result  is  not  the 
very  best  of  patient  care. 

The  successful  evolution  of  a teaching  hospital 
and  medical  center  requires  the  trustees  under- 
stand and  enthusiastically  support  what  might 
be  called  the  “teaching  hospital  formula.” 

An  excellent  teaching  program  is  the 
only  successful  attraction  for  the  best 
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THE  NATURAL  HISTORY  OF  A LARGE  CITY-COUNTY  HOSPITAL 


Charity  Hospital 


Maintained  to 
care  for  the 
indigent  ill 

Staffed  by 

Contract 

Doctors 


Trustees  and 
Administration 


Medical  Attend- 
ing Staff 

> 

Interns  and 
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> 
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Medical  Center 


Dedicated  to  care 
for  the  indigent  ill, 
and  to  medical  educa- 
tion and  research 

Staffed  by  a teach- 
ing faculty  and  a 
spirited  group  of 
interns,  residents 
and  fellows 


of  interns  and  residents,  who  in  turn 
will  provide  the  best  of  patient  care. 

This  teaching  hospital  formula  must  become 
an  article  of  faith  for  city-county  hospital  trus- 
tees. These  trustees  must  be  willing  to  express 
this  faith  by  a reasonable  expenditure  of  money. 
How  much  money?  One  rough  guide  is  avail- 
able. Certainly  as  much  money  would  be  re- 
cjuired  for  an  excellent  teaching  program  for 
interns  and  residents  as  required  to  hire  contract 
physicians.  Excellent  educational  programs  are 
expensive.  Significantly  less  money  appropriated 
for  intern-resident  training  than  required  to  hire 
contract  physicians  makes  even  naive  observers 
suspect  trustees  of  attempting  to  hire  house 
doctors.  Extravagance  is  not  required  and  indeed 
will  not  buy  a good  teaching  program.  On  the 
other  hand,  parsimony  cannot  be  the  standard 
for  it  will  fail  to  put  the  teaching  hospital 
formula  into  effect. 

Once  the  objective  of  medical  education  has 
been  firmly  adopted  the  stage  is  set  for  the 
evolution  of  a medical  center.  Well-trained 
specialists  interested  in  clinical  teaching  and 
clinical  research  are  attracted  to  part-time  and 
full-time  positions  in  such  city-county  hospitals. 
These  specialists  can  rally  and  organize  the 
attending  staff  to  cement  a very  rewarding  and 
reciprocating  relationship  between  house  staff 
and  attending  staff.  Eager  teachers  attract  in- 
terns and  residents  who  are  eager  to  learn. 
Progress  and  enthusiasm  of  interns  and  residents 
amply  reward  the  teaching  staff.  With  a faculty 
organized,  a spirited  group  of  house  officers  will 
apply  for  training  year  after  year.  Hospital 
trustees  are  then  rewarded  with  patient  care 
of  an  excellent  quality. 


Before  this  Utopia  is  reached,  however,  the 
roles  of  the  house  staff  and  attending  staff  can 
be  devilishly  difficult.  A vexing  ambiguity  which 
borders  on  a conflict  seems  to  exist  between  the 
primary  necessity  to  provide  adequate  care  for 
a very  large  number  of  patients  and  the  objec- 
tive of  excellent  graduate  medical  education. 
The  large  volume  of  city-county  hospital  and 
clinic  patients  appears  destined  to  exceed  the 
capacity  of  available  medical  personnel  and 
facilities.  This  excessive  patient  load  produces  a 
superficiality  of  patient  care  which  becomes  the 
bane  of  every  conscientious  teacher,  intern  and 
resident. 

Superficial  patient  care  and  excellent  medical 
and  surgical  teaching  are  not  harmonious.  This 
disparity  turns  many  good  teachers  and  clin- 
icians completely  away  from  charity  hospital 
training  programs.  It  seems  an  impossible  task 
to  elevate  the  quality  of  patient  care  to  a stand- 
ard of  pride  and  satisfaction  so  these  patients 
may  serve  as  teaching  examples  of  good  medical 
care.  This  ambiguity  or  conflict  requires  of  both 
attending  and  house  staffs  periods  of  compro- 
mise, tolerance  and  patience  alternating  with 
periods  of  intense  effort  to  improve  the  quality 
of  patient  care. 

Hospital  affiliation  with  a medical  college 
opens  broad  avenues  for  advancement  in  intern- 
resident  training.  Such  affiliation  provides  an 
academic  atmosphere  and  an  ever-renewing 
orientation  for  hospital  trustees  in  support  of 
the  education  program.  However,  medical  school 
teachers  assigned  to  city-county  hospitals  may 
dissipate  their  efforts  in  the  primary  responsi- 
bility to  teach  groups  of  medical  students  and 
in  obscure  research  which  involves  no  intern 
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or  resident  participation.  Indeed,  medical  school 
affiliation  may  serve  as  a facade  for  a very 
mediocre  intern-resident  training  program  des- 
tined to  remain  mediocre.  Unless  medical  school 
teachers  contribute  directly  to  intern  and  resi- 
dent training  in  affiliate  hospitals,  the  difficul- 
ties, dangers  and  discouragements  which  follow 
apply  to  all  city-county  hospitals. 

Difficulties: 

The  major  and  most  pervasive  difficulty  with 
regard  to  intern-resident  training  in  city-county 
hospitals  derives  from  a chronically  excessive 
patient  load.  The  most  frequent  single  report  one 
hears  from  the  wards  might  be,  “Well,  the  beds 
are  out  in  the  halls  again.”  This  excessive  patient 
load  burdens  every  hospital  department  from 
the  diet  kitchen  to  medical  records,  but  bears 
most  importantly  on  the  laboratory  and  radiology 
departments.  The  result  is  hasty  work  or  delayed 
work  — both  unsatisfactory.  As  the  year  progress- 
es, house  officers  begin  to  discard  certain  labora- 
tory results  as  worthless.  Tests  yielding  unex- 
pected results  are  repeated  three  or  four  times, 
not  once,  in  an  effort  to  be  certain  of  the 
results.  Delayed  work  rapidly  loses  its  usefulness. 
A large  county  hospital  laboratory  recently  de- 
clared a thirty-day  moratorium  on  all  bacterio- 
logical studies  in  order  to  cateh  up  a back-log. 
One  wonders  about  the  quality  and  usefulness 
of  reports  from  this  laboratory  during  the  weeks 
preceding  the  moratorium.  A constant  excess  of 
work  robs  both  laboratory  technicians  and  house 
officers  of  initiative  and  pride  in  doing  good 
work.  In  this  framework,  medical  education 
becomes  for  many  charity  hospital  interns  and 
residents  an  unimportant  objective  for  which 
there  is  little  remaining  time  or  energy. 

Inefficiency  and  disorganization  are  frequent- 
ly encountered  in  city-county  hospitals.  The 
rotation  of  interns  every  month  or  two  and  the 
equally  rapid  employment  turnover  of  nurses 
and  aides  are  contributory.  Medical  education 
is  difficult  for  a young  intern  who  is  groping 
for  an  orientation  on  a new  service  every  month 
or  six  weeks.  If  the  residents  are  inexperienced 
or  somewhat  irresponsible,  great  delays  result 
in  patient  diagnosis  and  treatment. 

A third  difficulty  concerns  the  lack  of  ade- 
quate hospital  space  and  equipment.  As  an 
example,  a large  medical  service  on  open  wards 
can  not  be  successfully  conducted  with  bathroom 
scales  for  patients’  weights,  a ward  laboratory 
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limited  to  Clinitest®  tablets  and  a few  test  tubes, 
and  no  private  examination  or  treatment  rooms. 
Neither  modern  patient  care  nor  good  medical 
education  can  be  pursued  with  these  limited 
facilities. 

Dangers: 

Medical  training  at  a city-county  hospital  is 
potentially  dangerous  for  interns  and  residents. 
I don’t  refer  to  the  danger  of  tuberculosis,  or  of 
violence  in  the  emergency  room,  but  to  the 
danger  of  developing  bad  professional  habits  and 
unhealthy  attitudes  toward  patients.  The  forces 
of  an  excessive  patient  load,  inadequate  facili- 
ties, and  an  atmosphere  of  compromise  and 
expediency  contribute  to  this  danger. 

Fortunately,  most  interns  and  residents  are 
largely  immune  to  these  forces.  Their  habits, 
attitudes  and  practices  remain  healthy  and 
sound  by  virtue  of  a good  degree  of  maturity  and 
self-discipline.  But  many  interns  and  residents 
begin  taking  very  scanty  personal  histories,  fol- 
lowed by  cursory  physical  examinations,  with 
little  thought  given  to  the  diagnostic  possibilities 
either  during  or  after  these  work-ups.  The  work- 
up comes  later  in  the  form  of  excessive  labora- 
tory and  x-ray  tests.  Ultimately  some  interns 
and  residents  develop  pride  and  prowess  in  two 
very  poor  practices;  1)  providing  care  for  very 
large  numbers  of  indigent  patients  in  the  shortest 
possible  time,  and  2)  attempting  surgical  feats 
for  which  the  house  officer  is  not  adequately 
prepared. 

Many  city-county  hospital  interns  are  now 
largely  relieved  of  so-called  scut  work.  This 
liberty  has  evolved  to  meet  the  demands  of 
excessive  patient  loads  and  as  an  intern  recruit- 
ing inducement.  In  many  city-county  hospitals 
blood  samples  and  electrocardiograms  are  taken, 
intravenous  fluids  are  started,  bladder  catheter- 
izations are  performed,  and  many  service  orders 
are  written  by  nursing  personnel  and  technicians, 
not  by  interns.  Once  patient  histories  and  physi- 
cal examinations  are  completed  much  of  the 
interns’  work  on  medical  and  pediatric  services 
consists  of  writing  orders.  This  is  appropriate 
for  the  intern  is  a physician.  But  this  new  role 
for  the  recent  medical  graduate,  particularly  iu 
the  city-county  hospital  setting,  contributes  to 
fast  work-ups,  excessi\  e tests  and  indiscriminate 
therapeutics.  To  illustrate,  one  charity  hospital 
intern  recently  allowed  several  of  his  patients  to 
be  admitted  and  discharged  with  no  recorded 
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histories,  examinations  or  progress  notes.  When 
asked  about  this  deficiency  he  pointed  to  one 
of  the  order  sheets  and  explained,  “This  proves 
I must  have  done  a lot  of  work  on  this  patient  — 
look  at  all  the  orders  I wrote.” 

A second  danger,  the  no-one-cares  danger,  is 
capable  of  producing  an  unhealthy  attitude  to- 
ward city-county  hospital  patients  in  all  the 
house  staff.  Unlike  the  previous  danger,  no 
interns  or  residents  are  immune;  neither  are  the 
attending  physicians.  It  is  interesting  to  observe. 
Charity  hospital  patients  may  not  seem  to  care 
or  to  be  capable  of  caring  about  their  outcome, 
either  because  they  are  too  sick,  too  old,  or 
because  they  suffer  from  the  distractions  of 
alcoholism  or  some  other  sociopathic  disorders. 
These  latter  patients  are  as  irresponsible  to 
themselves  as  they  frequently  are  to  their  fam- 
ilies and  to  society.  Many  city-county  hospital 
patients  cannot  follow  even  the  most  funda- 
mental health  advice.  They  may  refuse  necessary 
surgery,  neglect  useful  medications,  and  abuse 
their  bodies  in  a frightful  way  with  excessive 
alcohol,  food  and  the  poorest  of  personal 
hygiene. 

Next,  the  patients’  families  may  not  seem  to 
care,  or  a patient  has  no  family  which  has  the 
same  effect.  Finally,  the  trustees,  including  the 
hospital  administration  and  society  at  large,  may 
not  seem  to  care.  They  do  care,  but  only  about 
the  aggregate  of  patients.  They  appear  not  to 
care  about  Joe  Doaks  in  bed  No.  37  and  Jose 
Garcia  in  bed  No.  39.  Sometimes  the  attending 
staff  contributes  to  this  no-one-cares  danger;  not 
at  the  bedside  when  they  become  interested  in  a 
patient,  but  in  absentia. 

Now,  if  the  attending  staff  is  poorly  organized 
and  fails  to  meet  its  responsibilities,  interns  and 
residents  gain  the  impression  that  no  one  really 
cares  about  these  charity  patients.  Their  patients’ 
care  drifts,  irresponsible  surgery  is  performed, 
and  patients  are  discharged  without  follow-up. 
A high-degree  of  maturity  and  motivation  is 
required  of  interns  and  residents  at  city-county 
hospitals  to  avoid  this  attitude  and  the  irrespon- 
sibility which  results. 

Discouragement: 

In  contrast  to  physicians  in  private  practice, 
interns  and  residents  do  not  enjoy  the  motivating 
benefits  and  personal  compliments  of  being 
selected  by  their  patients,  and  by  their  colleagues 
for  consultations.  Another  patient  assigned  to  a 


busy  intern-resident  team  at  a city-county  hos- 
pital may  be  just  a little  less  welcome  than  the 
patient  who  preceded  him.  An  occasional  word 
of  thanks  to  interns  and  residents  would  be 
very  helpful  but  is  seldom  forthcoming.  The 
words  “thank  you”  don’t  seem  to  play  a part  in 
the  speaking  habits  of  many  charity  patients. 
The  prevailing  atmosphere  is  not  one  which  gen- 
erates many  thanks.  Finally,  the  attending  staff 
expects  the  thanks  to  come  from  their  students, 
the  interns  and  residents,  and  not  vice  versa. 
Rare  personal  thanks,  rare  individual  recogni- 
tion, and  a low  salary  — in  return  for  a large 
service  — combine  to  make  intern-resident  train- 
ing at  city-county  hospitals  a discouraging 
period. 

Not  Despair: 

These  difficulties,  dangers  and  discourage- 
ments need  not  result  in  despair.  The  overall 
prospects  for  medical  education  in  city-county 
hospitals  are  good,  and  in  some  of  the  more 
advanced  hospitals,  the  prospects  are  excellent. 
Surely  the  various  services  of  a city-county  hos- 
pital offer  a wonderful  opportunity  for  the 
young  medical  graduate  to  convert  his  great 
store  of  textbook  information  into  intelligent 
patient  care.  Diagnostic  and  therapeutic  skills 
are  immediate  rewards  of  good  patient  care. 
Graded  patient  responsibility  for  the  intern  and 
resident  is  easily  obtained  — simply  by  assign- 
ment, a modicum  of  supervision  and  readily 
available  consultative  assistance.  Experience  in 
the  physician-patient  relationship  is  gained 
quickly  and  realistically  by  responsible  city- 
county  hospital  interns  and  residents.  Gompetent 
physicians  and  surgeons  rapidly  develop  in  the 
best  of  charity  hospitals  where  the  balance  of 
training  and  service  is  favorably  struck. 

Hospital  trustees  determine  the  relative  suc- 
cess or  failure  of  medical  education  in  city- 
county  hospitals.  A comprehensive  understanding 
of  the  teaching  hospital  formula  and  its  steadfast 
support  provide  the  evolutionary  basis  for  a 
city-county  medical  center.  The  products  of 
such  a medical  center  are  almost  self-evident: 
1)  excellent  patient  care,  2)  excellent  young  medi- 
cal graduates  attracted  to  the  medical  center 
and  to  the  community  and  3)  excellent  physicians 
and  surgeons,  well  prepared  for  a lifetime  of 
practice  and  service  in  the  community  where 
they  were  trained  — at  a city-county  hospital. 
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K.  A.  Tyma— Phoenix 


R.  C.  Hardt— Tucson 


“We’re  puzzled’’*... 

• . . why  some  physicians  use  synthetic  preparations  or  thyrogiobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
or  extracted  preparations 

2.  complete  thyroid 

th  era  py — co  nta  i n i ng 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 
3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 

6 advantages. 

*Your  Armour  representatives 


Only  ARMOUR  THYROID  gives  you  all  these 

That's  why  it's  important  to  specify 


ARMOUR 

THYROID 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I 1 

I Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  I 
I tablets  offered  on  your  new  continuous  Physicians  Personal  | 
i Use  Program.  | 


RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin) 


M.D. 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


j CITY  STATE  ZIP  CODE  j 

I % gr.  Vz  gr.  1 gr.  2 gr.  3 gr.  5 gr.  j 

I I 

I Please  circle  potency  requested,  ^ 
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Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 
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COWBOYS  AND  INDIANS, 
1964 

As  indicated  in  my 
annual  report,  I plan- 
ned to  review  the 
past  year’s  activities 
of  ARMA  in  this  is- 
sue of  Arizona  Medi- 
cine. The  review  ac- 
tually has  been  writ- 
ten, but  was  pre- 
e m p t e d and  cast 
aside  at  the  last  mo- 
ment, because  Wil- 
liam Aloore  , M.D., 
Commissioner  of  the 
Arizona  State  Depart- 
ment of  Health  and 
Ernest  Siegfried, 
M.D.,  Indian  Health  Area  Director  this  week 
brought  into  focus  for  me  the  starkly  real  Indian 
health  problem  standing  on  our  doorsteps. 

This  health  problem  is  no  longer  fenced  away 
from  us  by  reservation  boundaries.  The  ease  of 
movement  by  everyone  on  and  off  the  reserva- 
tion and  the  emigration  of  the  Indian  off  the 
reservation  is  well  knov/n  to  all  of  us.  The  end 
of  the  bracero  program,  however,  is  having  an 
impact  which  is  not  so  well  known.  It  is  expect- 
ed, for  example,  that  over  2000  Indian  families 
will  move  into  Yuma  County  this  year  to  help 
with  the  crops  — This  represents  a fair  sized 
town  — No  one  knows  what  the  future  of  Ari- 
zona and  its  native  Americans  will  be,  but  Ari- 
zona in  1964  is  no  longer  the  cowboy  and  Indian 
country  of  television  fame  and  never  will  be 
again,  of  this  we  can  be  certain. 

The  Committee  on  Federal  Medical  Services 
of  the  Council  on  Medical  Service  of  the  AMA 
met  in  Phoenix  in  January,  1964  to  discuss  In- 
dian health  problems  and  to  inspect  medical  fa- 
cilities. Its  report  is  short  and  worth  reading 
(JAMA  190,355,  1964).  Similar  committees  on 
Indian  health  have  been  established  with  the 
American  Academy  of  General  Practice,  the 
American  Academy  of  Pediatrics,  the  American 
Hospital  Association  and  the  American  Dental 
Association.  The  committee  of  the  pediatrics 
group  met  with  the  Division  of  Indian  Health 
in  Phoenix  two  months  ago  and  studied  some 
aspects  of  child  health  in  depth. 


The  Program  Appraisal  Committee  of  the  Di- 
vision of  Indian  Health  has  recommended  that 
Indian  Health  Area  offices  seek  the  establish- 
ment of  State  Medical  Society  Indian  health 
committees.  To  date,  one  such  has  been  formed 
in  Montana.  With  our  Arizona  Indian  popula- 
tion as  large  and  diverse  as  it  is,  ARMA  should 
have  a major  interest  in  this  area  of  medicine 
and  should  accept  the  offer  and  request  to  par- 
ticipate. 

Such  a committee  will  be  no  paper  committee. 
It  will  be  asked  to  provide  a mechanism  by 
which  ARMA  can  assist  in  the  improvement  of 
the  Indian  health  services,  to  provide  a review 
of  the  existing  and  proposed  plans  of  the  Divi- 
sion of  Indian  Health  Medical  programs  for  the 
State  of  Arizona,  to  advise  on  specific  medical 
care  program  proposals,  to  consult  on  current 
standards  and  rates  of  the  divisions  contract  pa- 
tient care  program,  and  to  review  existing  and 
proposed  Indian  health  facilities  in  Arizona  such 
as  the  proposed  Phoenix  Medical  Center. 

This  represents  a colossal  task,  yet  not  too 
colossal,  one  requiring  dedication  and  enthusi- 
asm and  a sense  of  privilege  on  the  part  of  the 
committee.  And  it  furnishes  a real  opportunity 
for  ARMA  to  provide  another  tangible,  major 
medical  service  to  our  state  and  its  people. 

Hermann  Rhu  already  has  under  way  an  excel- 
lent program  on  maternal  and  infant  mortality. 
Imagine  the  added  challenge  of  the  Indian  infant 
mortality  rate,  which  stood  at  64.9  per  1000  live 
births  last  year.  I remember  a whole  ward  of 
cases  of  tuberculous  peritonitis  at  Ganado  some 
years  ago.  How  many  cases  have  any  of  us  seen 
in  our  non-Indian  practices.  Cancer,  diabetes, 
trachoma,  gastroenteritis,  all  have  programs,  all 
can  be  improved.  The  challenges  are  endless. 

One  thing  an  ARMA  committee  could  do, 
would  be  to  lend  its  good  services  toward  the 
intergration  of  the  Indian  health  problem  so 
peculiar  to  Arizona  into  the  purview  of  our  new 
medical  school  through  its  research  and  resi- 
dency programs  and  other  possible  training  pro- 
grams both  for  physicians  and  non-physicians. 
Furthermore  and  most  important  in  the  educa- 
tion field,  I believe,  would  be  the  fostering  of 
pediatric  residency  programs  to  aid  in  the  train- 
ing of  the  medical  offices.  Of  course,  older  pedia- 
tricians could  be  stimulated  to  \olunteer  for 
short  term  — or  part  time  — assignments  by  the 
Indian  service.  It  is  certainly  not  necessary  (o 
sign  up  for  a two  year  stint  with  Operation  Hope 
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or  with  some  medical  mission  in  Africa  or  India 
when  we  have  crying  medical  inadequancies  al- 
ready inside  our  doorsteps  here  in  Arizona. 

All  of  our  institutions  of  higher  learning  can 
be  importuned  toward  studies  in  the  sociologic, 
ecologic  and  economic  areas  of  Indian  life, 
which  have  a direct  bearing  on  Indian  health. 
As  we  said  a year  ago  at  Chandler,  “Lagging  far 
behind  his  erudition  in  science,  man’s  lack  of 
knowledge  in  the  field  of  interpersonal  rela- 
tionships should  literally  be  given  priority  over 
the  conquest  of  disease  and  space  in  the  second 
half  of  the  twentieth  century  if  mankind  is  to 
continue  to  mature  with  sanity  in  this  world.” 

ARMA  has  been  asked  for  more  than  liaison 
with  the  Arizona  Division  of  Indian  Affairs,  it 
has  been  urged  to  lend  a hand  in  solving  a medi- 
cal problem,  known  all  too  well  for  years  and  too 
often  dismissed  with  a shrug  of  futility.  It  is  vital 
that  we  accept  this  and  I propose  the  establish- 
ment of  a subcommittee  on  Indian  health  within 
the  framework  of  our  Professional  Committee 
and  that  our  total  committee  and  state  medical 
society  resources  be  thrown  behind  this  effort. 


The  past  year  has  been  a busy  one  for  ARMA, 
as  all  years  are,  due  to  its  wide  spectrum  of  inter- 
ests. The  largest  share  of  time  and  effort  has 
been  in  the  legislative  field,  nationally  and  the 
state  level.  And  nothing  more  need  be  said  here 
about  Kerr-Mills  and  Eldercare  and  King-Ander- 
son.  Our  state  legislative  committee  reviewed 
some  fifty  bills  and  endless  words  could  be 
written  about  them.  But  consider  only  one, 
HCR9,  which  will  become  a referendum  to  the 
people  next  fall.  This  has  a most  important  bear- 
ing on  our  medical  school  and  the  state  hospital 
and  the  various  county  hospitals.  Our  board  of 
directors  has  approved  this  measure  and  the  en- 
tire membership  of  ARMA  should  lend  its  in- 
dividual efforts  to  its  successful  passage.  Toward 
this  same  goal  we  will  enjoy  the  good  support  of 
the  Arizona  Nursing  Association  and  several  lay 
groups. 

The  medical  education  subcommittee  has  tried 
to  provide  some  little  assistance  to  Dean  DuVal 
and  he  has  continued  his  unflagging  efforts  to 
rear  up  our  school.  At  this  juncture  I think 
ARMA  should  consider  re-establishing  its 
AMERF  contribution,  but  earmarking  it  speci- 
fically for  Arizona’s  Medical  school,  which,  of 
course,  is  perfectly  permissible.  Timidly,  I would 
also  like  to  add,  that  I think  we  should  start  the 


ball  rolling  toward  obtaining  medical  representa- 
tion on  the  Board  of  Regents. 

I am  glad  this  is  the  last  of  my  little  arbeits 
for  Arizona  Medicine.  The  job  has  prodded  me 
into  running  all  over  the  country  to  obtain  ma- 
terial and  to  spend  a lot  of  hard  earned  dollars 
— of  my  own,  not  ARMA’s,  as  some  fearful  col- 
league asked.  For  all  this  I have  been  castigated 
and  praised.  One  person  even  said  I was  both 
a Communist  and  a John  Rircher!  A year  ago  I 
said  I approached  the  presidency  humbly  and 
proudly  and  I leave  it  this  way,  more  humbly 
certainly,  but  just  as  proud  of  being  a member 
of  the  greatest  fraternity  for  God,  on  the  face 
of  the  earth,  and  as  a citizen  of  the  greatest 
country  ever  known,  whatever  else  I may  be. 


IT'S  A TERRIFIC  FACULTY 

GAIL  V.  ANDERSON,  M.D.— Los  Angeles,  California 

Thursday  9:15  A.M.— “Bacteremic  Shock” 

Friday  9:15  A. M.— “Hazardous  Drugs  During 
Pregnancy” 

CLAUDE  S.  BECK,  M.D.-Cleveland,  Ohio 

Thursday  11:00  A.M.— “The  Heart  and  its  Blood 
Supply  — Physiology” 

Friday  11:00  A.M.— “Coronary  Artery  Disease  in  the 
Living  State” 

RICHARD  D.  GRAND— Tucson,  Arizona 

Thursday  3:15  P.M.— Panel— “Mock  Trial” 

WARREN  R.  GUILD,  M.D.— Boston,  Massachusetts 
Thursday  10:30  A.M.— “The  Physiology  of  Physical 
and  Psychological  Stress  — Part  1” 

Friday  1:4.5  P.M.— “The  Physiology  of  Physical  and 
Psychological  Stress  — Part  H” 

RAY  HELPER,  M.D.-Denver,  Colorado 
Thursday  9:45  A. M.— “Common  Poisoning  in 
Children” 

Friday  9:45  A. M.— “Pediatrician’s  View  of  Athletic 
Participation” 

Friday  3:15  P.M.— Panel— “Athletic  Medicine” 

EICHI  K.  KOIWAI,  M.D.— Huntingdon  Valley,  Penn- 
sylvania 

Thursday  2:1.5  P.M.— “Major  Accidents  and  Injuries 
in  Judo” 

Friday  2:15  P.M.— “The  Prevention  of  Injuries  and 
First  Aid  in  Judo” 

Friday  3:15  P.M.— Panel— “Athletic  Medicine” 

WILLIAM  MILLS,  JR.,  CAPT.,  MC,  Chief,  Burn  Study 
Branch 

Thursday  7:30  A.M.— Panel— “Burns” 

JOHN  A.  MONCRIEF,  COLONEL,  MC,  Commander 
and  Director 

Thursday  7:30  A.M.— Panel— “Bruns” 

DON  H.  O’DONOGHUE,  M.D.-Oklahoma  City,  Okla. 
Thiusday  1:45  P.M.— “Treatment  of  Ligament  Injuries 
of  the  Knee” 

Friday  10:.30  A. M.— “Injuries  of  the  Muscle  Tendon 
Unit” 

Friday  3:15  P.M.— Panel— “Athletic  Medicine” 

ROBERT  L.  STEELY-Houston,  Texas 
Thursday  3:15  P.M.— Panel— “Mock  Trial” 

Friday  7:30  A.M.— Panel— “Traumatic  Neurosis” 

WALTER  E.  SWITZER,  Lt.  Colonel,  MC,  Chief, 

Clinical  Division 

Thursday  7:30  A.M.— Panel— “Bums” 
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in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 

two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.’ 

ARTHRALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.^ 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 
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^ a result  of 
^METHEDRINE’L 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.’’ 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


100  and  1000. 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Stelazine®  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 


When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f],  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll^  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f]  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 


(extrapyramidal]  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 
Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 


Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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PERCODAN 


in  moderate  to 
moderately  severe  pain, . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  X 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-Demi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628.185  and  2,907,768  | 

Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York  I 
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FEDICARE  AND  THE  FOUR-WAY  TEST 


The  Rotary  International  service  club  sug- 
gests a measuring  stick  for  conduct  known  as 
“The  Four  Way  Test.”  This  guide  of  conduct 
consists  of  the  following  four  questions  which 
may  be  applied  to  ones  relations  with  others: 

1.  Is  it  the  TRUTH? 

2.  Is  it  FAIR  TO  all  concerned? 

3.  Will  it  build  GOODWILL  and  BETTER 
FRIENDSHIPS? 

4.  Will  it  be  BENEFICIAL  to  all  concerned? 

As  guideposts  for  behavioral  judgments  these 

questions  may  be  considered  unsophisticated  by 
some.  However,  in  practice  they  have  with- 
stood the  test  of  time. 

The  “Fedicare”  legislation  proposing  compul- 
sory limited  hospital  coverage  for  a select  popu- 
lation segment  fails  “The  Four  Way  Test.” 

The  term  “Medicare”  used  by  its  advocates  is 
a misnomer,  and  it  is  NOT  the  TRUTH.  The 
term  “Medicare”  falsely  suggests  that  general 


medical  care  by  physicians  will  be  provided 
under  such  a plan.  Further,  its  supporters  de- 
scribe the  program  as  insurance,  while  in  real- 
ity it  is  simple  taxation. 

IT  IS  NOT  FAIR  to  tax  the  young  people 
for  care  offered  indiscriminately  to  many  older 
persons  willing  and  able  to  provide  for  them- 
selves. 

GOODWILL  and  BETTER  FRIENDSHIPS 
are  not  built  on  compulsion  and  regimentation 
no  matter  how  laudable  the  goals.  Such  a plan 
might  be  beneficial  to  certain  individuals  and 
segments  of  the  health  care  fields,  but  the  mater- 
ial benefits  to  patients  would  be  less  than  ex- 
pected and  cost  more  than  anticipated. 

Whether  the  FOUR  WAY  TEST  is  sound  may 
be  debatable.  Whether  the  Social  Security 
Health  Gare  bills  pass  this  test  is  not. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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AC  can  cause  ECG  problems 


the  500  VISO 

minimizes 
AC  interference 


To  help  you  get  clear,  diagnostically  useful  cardiograms 
quickly  and  easily,  special  circuits  in  the  new  500  VISO 
effectively  cancel  the  most  commonly  occurring  types  of  “AC 
artifacts.”  And  an  important  companion  development  which 
takes  advantage  of  the  characteristics  of  the  “500”  is  Redux 
Creme  — easier  to  apply  than  an  abrasive  paste,  aesthetically 
more  pleasing  to  patient  and  technician  alike,  less  time- 
consuming  from  start  to  finish. 


This  slim,  lightweight  cardiograph  has  two  chart  speeds,  three 
recording  sensitivities,  functionally-grouped  controls,  interior 
space  for  all  accessories,  and  other  physiologic  recording 
capabilities  as  well  — yet  costs  only  $695  delivered.  Con- 
tinental U.  S.  Call  Sanborn  now  for  full  500  VISO  informa- 


tion. Sanborn  Company,  Waltham,  Massachusetts  02154. 


HEWLETT 


PACKARD ^ 


DIVISION 


Hewlett-Packard,  JVeely  Sales  Division,  3009  N.  Scottsdale  Road,  (602)  945-6142 

Scottsdale,  Arizona  85251 
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ARIZONA’S  MEDICINE  AND  SURGERY  LAW 


The  Twenty-Sixtli  Legislature  in  and  for  the 
State  of  Arizona  adopted  a completely  revised 
Medical  Practice  Act  on  March  12,  1964,  which 
was  signed  into  law  by  the  governor  of  our  State 
on  March  16,  1964. 

The  new  act  resulted  from  nearly  three  years 
of  study  and  review  of  the  medical  practice  acts 
in  effect  at  that  time  in  several  other  states,  in- 
cluding but  not  limited  to  those  of  California, 
Illinois,  Michigan,  Oklahoma,  Oregon  and  Wis- 
consin and  the  model  act  prepared  by  the  law 
department  of  the  American  Medical  Associa- 
tion. These  studies  were  undertaken  by  the 
executive  staff  of  the  Arizona  Medical  Associa- 
tion, its  legal  counsel  and  a special  committee 
of  practicing  doctors  of  medicine  appointed  by 
the  Association’s  Board  of  Directors. 

Following  these  zealous  efforts,  the  Associa- 
tion, through  its  House  of  Delegates,  adopted 
the  proposed  act  and  directed  it  be  introduced 
into  the  Senate  and  House,  simultaneously, 
which  was  accomplished.  The  staff  and  commit- 
tee again  spent  many  hours  with  each  body  in 
review  and  discussion  of  the  proposed  act  cul- 
minating in  acceptance  and  enactment. 

BOARD  PARTICIPATION 

To  interject,  you  may  have  question  here  as 
to  why  the  Board  of  Medical  Examiners  and  its 
staff  have  not  been  mentioned.  Basically,  all 
members  of  the  Board  must  be  practicing  doc- 
tors of  medicine,  residents  of  the  state  and  mem- 
bers of  the  Arizona  Medical  Association;  how- 
ever, they  look  upon  such  assignment  and  right- 
fully so,  that  this  position  is  strictly  administra- 
tive. They,  having  been  selected  for  the  assign- 
ment by  their  confreres  and  peers,  administer  the 
law  as  a quasi-judicial  body  and  may  not  be- 
come directly  involved  in  legislative  endeavor. 
Each,  of  course,  being  active  members  at  the 
component  level,  had  voice  and  were  many  times 
called  upon  to  express  their  views  and  opinions 
relative  to  this  new  proposal.  It  is  also  noted  that 
the  staffs  of  the  Association  and  Board  were  co- 
alescent  until  July  1,  1964,  at  which  time  separa- 
tion was  determined  necessary  to  appropriately 


conduct  the  business  of  each,  maintaining  exact- 
ing and  close  liaison.  This  close  cooperation  re- 
sulted in  the  Associations’  awareness  of  the  ad- 
ministrative problems  of  the  previous  statutes, 
acting  as  a guide  in  disciplinary  and  administra- 
tive procedures  included  in  the  new  act. 

THE  NEW  ACT 

The  new  act  is  not  as  many  may  believe,  a 
restrictive  statute,  it  being  more  an  adaptable 
and  workable  law,  pertinent  to  the  requirements 
of  a young,  growing  state,  allowing  the  Medical 
Examiners  freedom  of  discretion  where  needed 
and  limiting  their  avenues  of  prudence  where 
discernment  might  be  legally  impractical.  The 
act  provides  specifically  that  the  Board  deter- 
mine to  its  total  satisfaction,  that  any  appli- 
cant is  both  physically  and  mentally  able  safely 
to  engage  in  the  practice  of  medicine,  even  to 
the  extent  of  physical  and  mental  evaluation  by 
a panel  of  qualified  specialists,  doctors  of  medi- 
cine, selected  by  the  Board. 

BASIC  REQUIREMENTS 

Under  statutory  provisions,  each  student  in- 
tern and  student  resident  engaged  in  training 
programs  approved  by  the  Council  on  Medical 
Education  of  the  American  Medical  Association 
is  required  to  register  annually  with  the  Board. 
Hospitals  having  no  approved  training  program, 
MUST  have  regularly  licensed  physicians. 

Eull  citizenship  is  required  of  all  candidates 
for  licensure. 

Graduates  of  medical  schools  located  in  the 
United  States,  its  territories  or  the  District  of 
Columbia  must  have  graduated  in  a year  in 
which  that  school  bore  the  approval  of  the  Coun- 
cil on  Medical  Education  of  the  American  Medi- 
cal Association  or  the  Association  of  American 
Medical  Colleges  or  both  and  must  have  com- 
pleted a minimum  of  one  year  of  internship  in  a 
hospital  located  in  the  United  States  which  was 
similarly  approved. 

Graduates  of  medical  schools  located  else- 
where than  in  the  United  States,  its  territories, 
or  the  District  of  Columbia,  must  possess  the 
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standard  or  regular  certificates  of  the  Educa 
tional  Council  for  Foreign  Medical  Graduates 
and  must  have  completed  a minimum  of  two 
years  of  internship  in  a hospital  or  hospitals  lo- 
cated in  the  United  States,  its  territories,  or  the 
District  of  Columbia,  each  of  which  also  must 
have  been  approved  therefor  by  the  Council  on 
Medical  Education  of  the  American  Medical 
Association.  THESE  FOREIGN  GRADUATES 
ARE  ADMITTED  BY  EXAMINATION  ONLY 
AND  DO  NOT  QUALIFY  FOR  RECIPROC- 
ITY ENDORSEMENT  RECOGNITION. 

Many  have  asked  why  we  do  not  grant  ex- 
ceptions to  graduates  of  medical  schools  located 
in  foreign  countries  which  did  or  do  have  the 
approval  of  the  American  Medical  Association 
and  the  Association  of  American  Medical  Col- 
leges. We  are  told  by  legal  authority  such  ex- 
ceptions might  be  declared  “class  legislation” 
and  as  you  are  aware  such  is  not  only  socially 
wrong  but  has  been  declared  unconstitional  in 
most  cases  submitted  to  our  higher  courts. 

Reciprocity  endorsement  recognition  is  ex- 
tended to  graduates  of  approved  schools  located 
in  the  United  States,  but  limited  to  those  doc- 
tors of  medicine  who  have  completed  three 
years  of  medical  practice,  which  may  include 
medical  services  in:  the  United  States  Armed 
Forces;  the  United  States  Public  Health  Service; 
an  approved  residency  or  equivalent  postgradu- 
ate training;  and  further  limited  to  the  period  of 
fifteen  years  following  issuance  of  the  license 
upon  which  reciprocity  is  sought,  that  license 
having  been  received  through  the  successful 
written  examination  of  another  state  or  territory 
of  the  United  States,  the  District  of  Columbia 
or  the  National  Board  of  Medical  Examiners  and 
remaining  current  and  in  good  standing. 

Temporary  licenses  are  offered  for  a maxi- 
mum period  of  six  months;  are  once  renewable; 
are  issued  only  to  provide  for  a local  or  national 
emergency  or  wherein  there  is  a lack  of  quali- 
fied care  available  to  the  community;  and  quali- 
fications are  identical  as  those  for  regular  licens- 
ure exempt  only  in  certification  in  the  Arizona 
Basic  Sciences.  To  assist  the  Board  in  its  review 
of  temporary  license  requests,  the  component 
county  medical  society  of  jurisdiction  is  request- 
ed to  approve  the  lack  of  care  or  emergency  re- 
quirements, and  have  proven  to  be  extremely 
cooperative  in  this  regard. 

It  is  especially  pointed  out  that  the  Arizona 


State  Board  of  Examiners  in  the  Basic  Sciences 
is  a complete  and  separate  entity  from  the  Board 
of  Medical  Examiners.  Separate  and  sustaining 
statutes  provide  in  part  that,  “any  person  de- 
siring to  practice  healing’  in  any  of  its  designa- 
tions must  first  receive  a certificate  of  registra- 
tion in  the  basic  sciences.” 

The  Written  Examination  of  the  Board  of 
Medical  Examiners  statutorily  consists  of: 

1.  Anatomy  and  histology. 

2.  Obstetrics  and  gynecology. 

3.  Pathology. 

4.  Toxicology  and  Pharmacology  and 
Materia  Medica. 

5.  General  surgery. 

6.  General  diagnosis,  clinical  medicine 
and  psychiatry. 

7.  Public  health  and  hygiene  and  bacteri- 
ology. 

8.  Pediatrics. 

The  Board  has  currently  determined  to  avail 
itself  of  the  multiple  choice  examinations  of  the 
Professional  Examination  Service  of  The  Ameri- 
can Public  Health  Association,  however,  it  has 
and  may  in  the  future  revert  to  essay  examina- 
tion or  those  of  the  National  Board  of  Medical 
Examiners.  The  new  act  also  provides  that  a 
minimum  grade  of  75%  be  obtained  in  each  sub- 
ject of  the  examination  in  order  to  have  passed. 
The  candidate  failing  in  only  one  or  two  of  the 
subjects  may  once  retake  those  failed  within  one 
year,  without  further  application  or  fee. 

REGULATION 

One  of  the  major  provisions  of  our  new  act  is 
in  the  section  relative  to  regulation  of  the  act 
wherein  it  is  set  forth  that  ANY  DOCTOR,  THE 
ASSOCIATION  OR  ANY  OF  ITS  COMPON- 
ENT SOCIETIES  SHALL,  and  any  other  person 
may  report  to  the  Board  under  oath  any  in- 
formation which  appears  to  show  that  a doctor 
of  medicine  IS  OR  MAY  BE  quilty  of  unpro- 
fessional conduct  or  is  or  may  be  mentally  or 
physically  unable  safely  to  engage  in  the  prac- 
tice of  medicine.  KEEP  IN  MIND  FOR  ONE 
MOMENT  that  this  act  spells  out  this  require- 
ment by  the  use  of  the  word  SHALL  which  al- 
lows no  discretion,  while  we  review  one  of  the 
statutory  definitions  of  unprofessional  conduct, 
which  reads,  “Violating  or  attempting  to  violate, 
directly  or  indirectly,  or  assisting  in  or  abetting 
the  violation  of,  or  conspiring  to  violate  any  of 
the  provisions  of  this  chapter.”  Foreboding? 
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VVe  think  not,  believing  rather  that  forewarned 
is  forearmed  and  recognizing  that  the  primary 
function  of  our  Board  of  Medical  Examiners  is 
the  rehabilitation  and  approbation  of  its  licen- 
tiates, that  they  may  better  serve  their  chosen 
profession,  in  the  care  of  the  health  and  wel- 
fare of  the  citizenry  or  our  State.  Here  then 
is  not  a “policing  action”  but  rather  a program  of 
assistance  and  aid  to  those  in  need  of  help. 

However,  it  does  permit  of  the  Board  aware- 
ness of  difficulties  by  its  licentiates.  Early  as- 
sistance and  probation  is  of  proven  merit. 

INFORMAL  INTERVIEW 

The  Board  on  receipt  of  such  information  may 
conduct  an  investigation  into  the  alleged  mis- 
conduct and  request  the  licentiate  to  appear  for 
an  “informal  interview.”  Eollowing  the  inter- 
view the  Board  may  in  its  discretion  ( 1 ) issue 
a decree  of  censure;  (2)  fix  terms  and  length 
of  probation  best  adapted  to  rehabilitate  the  li- 
centiate; or  (3),  it  may  issue  a complaint  and 
summons  for  a hearing  to  show  cause  for  sus- 
pension or  revocation.  The  most  important 
phase  of  these  provisions  is  the  Board’s  ability 
to  fix  probation  on  short  notice  and  without 
filing  of  a formal  complaint.  We  have  found 
our  licentiates  to  be  fully  cooperative  and  appre- 
ciative via  this  method  wherein  the  initial  filing 
of  a formal  complaint  and  summons  required 
under  our  previous  act  caused  a breakdown  of 
good  communication  between  the  Board  and 
licentiate  due  to  his  fear  of  the  formal  pro- 
cedures of  law. 

JUDICIAL  REVIEW  AND  APPEAL 

It  is  still  possible  for  one  aggrieved  by  a final 
deeision  of  the  Board  to  institute  proceedings 
for  review  by  the  Superior  Courts. 


INJUNCTION 

It  is  also  possible  for  the  Board  to  enjoin  one 
from  practicing  medicine  who  is  not  licensed 
to  do  so  or  a licentiate  whose  continued  prac- 
tice might  cause  irreparable  damage  to  the  pub- 
lic health  and  safety  prior  to  the  time  suspension 
or  revocation  proceedings  may  be  instituted  and 
completed. 

VIOLATIONS 

Einally,  the  current  Arizona  medical  practice 
act  provides  limitation  in  the  use  of  “M.  D.”, 
“Doctor  of  Medicine”,  “Physician”,  “Surgeon”, 
“Physician  and  Surgeon”  or  any  other  symbol  un- 
less the  same  additionally  contains  the  descrip- 
tion of  another  branch  of  the  healing  arts,  to 
those  licensed  under  this  chapter. 

All  in  all,  we  believe,  this  new  act  will  pri- 
marily benefit  the  people  of  Arizona  by  main- 
taining a high  quality  of  medical  care  and  add  to 
the  professional  well  being  of  the  doctor  of  medi- 
cine selecting  the  State  of  Arizona  for  the  estab- 
lishment of  his  practice. 

Carlos  C.  Craig,  M.D.,  President 
Board  of  Medical  Examiners 
State  of  Arizona 


Presented  by  Dcetor  before  the  Annual  Conference  of 

Secretaries  and  Executive  Officers  of  State  Medical  Boards  dur- 
ing the  61st  Annual  Congress  on  Medical  Education  of  the  AMA, 
February  7,  1965,  Palmer  House,  Chicago,  Illinois. 


On  page  320  appears  a letter  to  the  editor  on  the  sub- 
ject of  Arizona’s  Medicine  and  Surgery  Law. 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran^ 
quilizer  — Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 1 
ber  of  circumstances  can  unleash  it.  Keep  Atarax  in  j 
mind  for  all  your  emotionally  distressed  patients  — from 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxiety 


!i 

ii 

(hydroxyzine  HCl)H„oi  | 

. . . In  any  condition  where  tissue  depletion  of  the  water-j 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B; 
complex  with  500  mg.  of  vitamin  C.  ; 

I 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being®  j 

New  York,  New  York  10017 


effects  and  precautions:  The  transitory 
which  may  occur  with  hydroxyzine 
usually  disappears  spontaneously  in  a few 
days  with  continued  therapy,  or  is  correctable 
Dy  dosage  reduction.  Dryness  of  the  mouth  may 
De  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  hospitalized 
datients  on  higher  than  recommended  doses. 
Hydroxyzine  HCl  may  potentiate  CNS  depres- 
'iants,  narcotics  such  as  meperidine,  barbitu- 
ates,  and  anticoagulants.  In  conjunctive  use, 
fosage  for  these  drugs  should  be  decreased, 
because  drowsiness  may  occur,  patients  should 
pe  cautioned  against  driving  a car  or  operat- 
ing dangerous  machinery.  Parenteral  Solution 
I’recautions  and  contraindications:  This  dosage 
orm  is  intended  only  for  I.M.  or  I.V.  adminis- 
ration  and  should  not,  under  any  circum- 
itances,  be  injected  subcutaneously  or  intra- 
arterially. When  the  usual  precautions  for  I.M. 
injection  have  been  followed,  reports  of  soft 
lissue  reactions  have  been  rare.  I.V.  adminis- 
Iration  should  be  slow,  no  faster  than  25  mg. 

I aer  minute,  and  should  not  exceed  100  mg.  in 
my  single  dose.  Particular  care  should  be  used 
o insure  injection  only  into  intact  veins;  a few 
instances  of  digital  gangrene  occurring  distal 

0 the  injection  site  have  been  attributed  to 
,nadvertent  intraarterial  injection  or  periarte- 
iol  extravasation,  both  of  which  should  be 
ivoided.  More  detailed  professional  informa* 

1 ion  available  on  request. 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

EAMILY  DOCTOR 

John  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  E.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PLASTIC  SURGERY 
Morris  Barton,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Joseph  Baranowski,  Counseling  and  Guidance 
Jeff  Blake,  Scottsdale  Dental  Lab 
Jean  Hoffman,  Reg.  Physical  Therapist 
Pharmacy 

Scottsdale  Opticians 
For  Leasing  Information  Call 
ED  POST  REALTY 
946-4231 
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New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity  ” 


no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  (ampicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics. 
And  highly  important : PENBRITIN  (ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children  — (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg./Kg./day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  ii:223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  m:191  (July 
22)  1961.  3.  Stewart.  G.  X.  et  al.:  Brit.  M.  J.  n:200  (July  22) 
1961.  4.  Brown,  D.  M.,  and  Acred,  R;  Brit.  M.  J.  ii:197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  1<S.?:257, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  ii:198  (July  22) 
1961.  7.  Doyle,  E R,  et  al.:  Nature  191:1091  (Sept.  9)  1961. 
8.  Acred,  R,  et  al.:  Brit.  J.  Pharmacol.  19:356,  1962.  9.  Har- 
rison. R M.,  and  Stewart,  G.  X:  Brit.  J.  Pharmacol.  17:420, 
1961.  10.  Editorial.  Lancet  ii:723  (Oct.  5)  1963. 


KILLS  BACTERIA. . . DOES  NOT  JUST  SUPPRESS  THEM 

PENBRITIN* 


Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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IT  MAY  BE  EXPEDIENT  TO  DIE 


A younger  physician  asked  if  I would  give 
him  some  advice  about  his  insurance  program. 
I replied,  quickly,  that  I seldom  give  advice  ex- 
cept medical  to  my  patients,  however,  I would 
be  glad  to  give  him  my  opinion  regarding  in- 
surance in  order  to  emphasize  the,  too  often 
overlooked,  need  for  disability  insurance. 

The  need  for  life  insurance  has  been  recog- 
nized and  emphasized  for  many  years,  hence, 
virtually  everyone  has  all  the  life  insurance  in 
force  that  they  can  afford.  There  are  many 
variables  to  be  considered  in  choosing  the 
amount  and  types  of  life  insurance  procured. 
These  consist  of  the  size  of  the  family,  the  ages 
of  all  individuals  concerned,  family  income 
(present  and  anticipated),  net  worth  or  finan- 
cial obligations,  one’s  sense  and  conception  of 
personal  obligations,  and  the  magnitude  of  one’s 
desire  to  provide  for  his  loved  ones  in  an  unde- 
termined time  and  place  of  unknown  economic 
requirements.  Relative  values  may  change  — in 
my  childhood  it  was  considered  adequate  to 
have  $5,000.00  to  $10,000.00  worth  of  life  in- 
surance, and  the  recipients  of  such  were  looked 
upon  as  well  fixed.  At  the  present  time  ten 
times  as  much  life  insurance  is  considered  to  be 
necessary. 

It  is  well  for  us  to  consult  our  insurance  brok- 
ers because  they  are  trusted  experts  in  the  field 
of  life  insurance  requirements,  however,  they 
seldom  give  sufficient  weight  to  the  disability 
insurance  needs. 

Chronic  illnesses  and  incapacitation  of  the 
household  Provider  may  be  a catastrophe.  Dur- 
ing such  times  earnings  are  reduced  or  absent, 
the  personal  care  of  the  invalid  by  the  family 
may  prohibit  them  from  going  forth  to  earn 
necessary  income  because  of  the  depletion  of 
savings  and  lack  of  insurance  coverage.  My 
father  was  partially  totally  disabled  for  the  last 
10  years  of  his  life  — his  savings  were  soon  dis- 
sipated. My  personal  experience  also  includes 
my  own  prolonged  illness  with  probably  total, 
permanent  disability.  Fortunately,  my  personal 
experiences  had  prompted  the  procurement  of 
adequate  disability  insurance  coverage.  A well 


Leslie  B.  Smith,  M.D.,  F.A.C.P. 


balanced  insurance  program  should  include  suf- 
ficient sickness  and  disability  insurance  so  that 
the  burden  of  chronic  illness  need  not  be  solved 
only  by  the  death  of  the  Provider. 

We  should  be  proud  of  our  self  earned  se- 
curity. However,  there  is  in  my  opinion,  no 
necessity  for  the  Provider  to  make  great  sacri- 
fices. A moderate  amount  of  life  insurance  and 
adequate  disability  insurance  will  suffice,  and 
remove  the  need  to  get  rich  by  engaging  in 
other  business  activities  and  investment  pro- 
grams. After  paying  the  insurance  premiums 
and  living  expenses,  the  whole  family  can  be 
relaxed  and  secure,  while  they  use  the  residue 
for  a more  enjoyable  living  while  all  are  healthy. 

There  are  also  certain  psychological  aspects 
of  chronic  invalidism  to  be  considered  — involv- 
ing both  the  sick  one  and  those  about  him.  First 
we  must  be  aware  that  it  is  a shocking  experi- 
ence for  any  proud  individual  to  lose  his  prowess 
and  have  his  ego  deflated.  It  is  humiliating  for 
this  person  to  witness  his  loved  ones  stooping 
to  tie  his  shoes,  feed  him,  and  to,  otherwise, 
provide  for  his  physical  and  physiological  needs. 
It  is  a trying  situation  for  the  individual’s  fam- 
ily in  that  their  time  is  occupied  by  additional 
nursing  care,  handholding  and  companionship, 
as  well  as  increased  physical  work  requirements, 
and  the  boredom  and  frustration  which  is  a nat- 
ural reaction  of  those  who  are  forced  to  be  in 
constant  association  with  the  sick.  It  is  incon- 
gruous to  add  the  trials  and  tribulations  of  in- 
sufficient income  to  the  psychological  stresses 
imposed  upon  the  ill  and  his  family. 

It  is  frequently  less  e.xpensive  to  buy  a funeral 
than  it  is  to  pay  for  health  and  happiness  as 
indicated  by  William  Michel  Felder  — “It’s 
Cheaper  To  Die”  — in  his  discussion  of  the  cost 
of  medical  care.  If  sufficient  income  has  not 
been  assured  for  use  during  prolonged  periods 
of  invalidism  — it  may  be  expedient  to  die. 


April,  1965 
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Recommended  Dosage 
of  Lomotil  Liquid 
ontrol  Diarrhea 


1 

1 
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initial  LOMOTIL  LIQUID  DOSAGE'* 

Age  « I " 

3-6  mo V2tsp.  ti.d.  (3  mg.)  M 

6-12  mo V2  tsp.  q.i.d.  (4  mg.)  * * ’ « ' ||  || 

l_2yr 1/2  tsp.  5 times  daily  (5  mg.)  4 4 4 6 6 

2-5 yr tsp.  Ud.  (6  mg.)  I I I 

5-8  1 tsp.  q.i.d.  (8  mg.)  * * *|  ||  | | 

o 1 tsD  5 times  daily  (10  mg.)  tilt* 

8-12yr Itsp.  5tim  t y H IH 

2 tsp.  5 times  daily  (20  mg.) 

(or  2 tablets  q.i.d.)  ©© 

.Ba«don4cc.perave^^  can  usually  ba  -educed  to  meet  the 



LOMOTIL  TABLETS/ LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains:  ^ ^ ^ ^ 

diphenoxylate  hydrochloride  

(Warning:  May  be  habit  forming)  

atropine  sulfate 

Lomoffl  °s"an  exempt  °n'„“d  Tustd  w'th  SuUon  in  patients  with 

cautions  and  Side  Effects  ^^p^^ted  are  gastrointestinal  irnta- 

Side  effects  are  relatively  uncomm  ns  restlessness  and  insomnia, 

tion,  sedation,  with  atropine  sulfate;  the  subthera- 

peralun?o/at,opineisadded  to  discourage  deliberate  ove^ 
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■HE  BUILDING  PROGRAM; 

rHE  BASIC  SCIENCES  BUILDING 


This  year  there  are  18,700  students  enrolled  in 
the  University  of  Arizona  and  approximately 

20.000  are  expected  on  the  campus  this  next 
fall.  The  University  now  occupies  about  140 
acres  of  land  and,  therefore,  can  boast  the  high- 
est utilization  rate  of  any  comparable  campus  in 
the  country.  Some  of  our  classes  start  as  early 
as  six-thirty  in  the  morning  and  there  are  over 

10.000  students  still  in  classrooms  after  four- 
thirty  in  the  afternoon.  In  the  presence  of 
these  demands  on  space,  the  arrival  on  campus 
of  an  entirely  new  program  such  as  medicine 
cannot  be  accommodated  except  by  adding  new 
space.  In  other  words,  the  College  of  Medicine 
is  not  in  a position  to  “borrow”  space  on  this 
crowded  campus  but  must  achieve  its  proposed 
space  requirements  first.  Since  our  planning 
schedule  calls  for  the  admission  of  our  first  class 
of  students  in  the  fall  of  1967,  it  was  essential 
for  us  to  make  an  early  decision  about  the  build- 
ings in  which  medical  instruction  is  to  take  place. 

The  Regents  of  the  Universities  and  State 
College  appointed  architects  for  the  College  of 
Medicine  in  November  of  1964.  Ever  since,  our 
planning  team  has  worked  closely  with  the  archi- 
tects and  the  director  of  the  University’s  physical 
plant  to  design  a suitable  basic  medical  science 
building  for  the  College.  Now,  four  months 
later,  the  schematic  design  of  the  building  is 
complete.  It  has  been  planned  so  that  three 
functional  end-points  would  be  realized.  First, 
to  prevent  the  introduction  of  excessive  horizon- 
tal distances  between  related  functions,  a mod- 
erately tall  building,  with  supporting  services 
located  as  centrally  as  possible,  was  felt  to  be 
necessary.  Second,  the  basic  science  depart- 
mental headquarters  are  located  so  that  they  can 
interdigitate  with  appropriate  clinical  depart- 
ments when  they  are  added  at  a later  date. 
Third,  all  student  functions  are  placed  together 
and  are  planned  so  that  they  are  interdisciplin- 
ary — that  is : each  student  has  an  assigned  space 
in  the  teaching  laboratory  to  which  the  teaching 
material  from  all  subjects  is  brought. 

To  accomplish  these  aims,  the  building  has 
been  designed  in  the  shape  of  an  “L.”  The 
short  arm  of  the  “L”  will  consist  of  three  floors 
of  student  facilities,  multidiscipline  teaching 


laboratories  and  lecture  rooms.  The  anatomy 
dissecting  room,  and  all  of  those  services  which 
are  required  to  support  the  teaching  laborator- 
ies are  adjacent  within  the  long  arm  of  the  “L”. 
The  latter  consists  of  six  floors.  The  first  floor 
(under  ground)  houses  the  mechanical  and  air- 
conditioning  equipment,  maintenance  and  house- 
keeping quarters  and  central  animal  facilities. 
Administrative  offices  and  the  main  library  are 
on  the  second  (ground-level)  floor.  The  third 
floor  will  contain  the  remainder  of  the  library 
collection  and  laboratories  for  graduate  students 
in  the  basic  sciences. 

The  fourth,  fifth  and  sixth  floors  are,  for  prac- 
tical purposes,  identical.  They  house  the  six 
basic  science  departments  of  anatomy,  biochem- 
istry, physiology,  pharmacology,  microbiology 
and  pathology.  Each  department  will  occupy  one 
end  of  each  floor  in  a double-corridor  arrange- 
ment such  that  the  offices  and  laboratories  are 
located  along  the  exterior  walls,  with  the  sup- 
porting services  and  rooms  in  the  middle.  The 
physical  center  of  the  building  contains  the  fa- 
cilities common  to  all,  such  as  elevators,  stair- 
ways, etc. 

There  are  approximately  169,000  gross  square 
feet  in  the  building.  This  does  not  include  the 
power  plant  which,  although  it  will  be  built  as 
part  of  this  first  construction  phase,  will  be  a 
physically  separate  building.  The  library  will 
contain  almost  18,000  square  feet  and  is  located 
within  the  building  in  such  a manner  that  no 
matter  what  direction  the  main  building  is  ex- 
panded at  some  future  date,  the  library  will  also 
expand.  And  although  this  basic  medical  sci- 
ence building  constitutes  the  first  phase  of  the 
development  of  the  ultimate  plan  for  the  medi- 
cal center,  it  should  be  noted  that  the  power 
plant,  library  and  certain  supporting  services 
such  as  audio-visual,  medical  illustrations,  print- 
ing and  duplicating  have  been  included  for  the 
entire  center.  A large  auditorium  is  not  in- 
cluded in  this  part  of  the  building  program  but 
will  be  added  at  a later  date. 
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Butazolidin" 

brand  of 
phenylbutazone 


Therapeutic  effects 

A number  of  workers  have  reported  ma- 
jor improvement  in  50-75%  of  cases,  with 
some  successful  cases  going  into  com- 
plete remission. 

In  responsive  cases,  improvement  is  gen- 
erally seen  within  a week,  so  that  trial 
therapy  need  seldom  be  continued  be- 
yond this  period.  Alleviation  of  pain  is  fol- 
lowed quickly  by  improvement  of  function 
and  resolution  of  effusion  or  other  signs 
of  active  inflammation.  Relief  of  arthritic 
symptoms  is  quite  frequently  accompa- 
nied by  increased  appetite,  gain  in  weight 
and  an  improved  sense  of  well-being. 

The  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  ini- 
tial dosage  is  often  reduced  for  mainte- 
nance purposes. 

Salicylate  or  steroid  therapy  can  usually 
be  diminished  or,  in  some  instances, 
eliminated. 

Psoriatic  arthritis  responds  in  the  same 
way  as  rheumatoid  arthritis  but  the  skin 
lesions  are  usually  not  affected  either  fa- 
vorably or  adversely  by  treatment. 


in  rheumatoid  Geigy 

arthritis 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia);  sudden  weight  gain  (water  reten- 
tion); skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash,  infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy:  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly; when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


Butazolidin®  alka 

Each  capsule  contains: 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin®  brand  of  phenylbutazone 

Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  bu-3479 


Dear  Dr.  Lorenzen: 

I would  like  to  request  a previous  communi- 
cation, in  which  I objected  to  present  Medical 
Licensing  Act,  be  withheld  from  publication. 
Since  that  time  the  Medical  Examining  Board 
of  Arizona  has  seen  fit  to  deal  with  my  appli- 
cation from  an  individual  point  of  view,  and  thus 
my  relationship  to  the  Act  is  altered.  Nonethe- 
les,  since  the  nature  of  this  act  was  made  clear 
to  me,  certain  communications  were  made  which 
are  of  vital  interest  to  the  medical  profession 
in  Arizona. 

A reply  received  from  the  Council  of  Medical 
Education  of  the  American  Medical  Association 
indeed  verifies  that  Arizona  is  the  only  state  in 
the  Union  whose  medical  practices  act  does  not 
accept  Canadian  medical  schools  and  internships 
on  equivalent  basis  with  American.  Because 
of  this,  Canadian  graduates  are,  on  the  surface, 
required  to  write  the  E.C.E.M.G.  examination 
and  complete  a further  two  years  of  internship, 
(although  few,  if  any,  two  year  internship  pro- 
grams exist).  There  is  no  stipulation  in  the  Act 
which  allows  for  substitution  of  requirements 
according  to  merits  of  each  individual’s  training 
as  he  presents  himself  for  licensure.  No  recog- 
nition is  made  of  the  fact  that  all  Canadian 
graduates  have  passed  Medical  Council  of  Can- 
ada examinations,  and  many  (particularly  those 
with  interest  in  coming  to  the  United  States ) 
the  National  Board  examination  (an  accepted 
examining  board  by  standard  of  any  Arizona 
Basic  Science  Board  and,  paradoxically,  by  the 
Arizona  Medical  Examining  Board. ) They 
have  thus  demonstrated  proficiency  generally 
with  international  medical  standards  and,  spe- 
cifically, with  the  North  American  Standard  of 
Medical  Practice. 

A closer  look  at  this  type  of  legislation  will 
reveal  obvious  defects.  The  imposition  of  an 
additional  two  years  internship  upon  a doctor 
who  has  already  proven  his  proficiency  in  this 
area,  according  to  national  standards,  is  neces- 
sarily detrimental  to  the  professional  develop- 
ment of  the  physician,  and  thus  to  the  welfare 
of  the  public.  The  validity  of  the  State  Examina- 
tion in  assessing  the  physician’s  ability  becomes 
questionable  when  redundant  and  superfluous 
examinations  are  made  requisite  for  the  exam- 
ination. The  latter  is  particularly  paradoxical 
when  it  is  realized  that  Canadian  graduates  are 
not  ordinarily  allowed  to  take  the  E.C.E.M.G. 
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exam,  since  they  are  considered  in  the  same 
sphere  as  the  American  graduate. 

The  legislation  does  not  establish  any  standard 
of  medical  practice,  nor  does  it  in  any  satisfac- 
tory way  prevent  exposure  of  the  people  to  un- 
desirable practitioners  In  actuality  it  disregards 
the  needs  of  the  people  of  Arizona  for  medical 
care  by  discouraging  (qualified  practitioners  from 
considering  practice  here. 

The  truly  tragic  aspect  of  this  legislation  be- 
comes more  evident  to  me  after  I communicated 
with  the  American  Medical  Association,  Arizona 
Medical  Association  and  Arizona  Board  of  Med- 
ical Examiners.  The  officers  of  these  organiza- 
tions have  denied  that  the  organization  had  any- 
thing to  do  with  the  establishment  of  the  legis- 
lation. Personal  discussions  with  a cross  section 
of  physicians  in  the  city  reveal  that  an  unbeliev- 
able percentage  are  unaware  of  the  full  impli- 
cations of  the  present  Medical  Practice  Act  and 
are  actually  surprised  that  the  law  is  written  as 
it  is.  Who  then  has  established  the  state  licens- 
ing law,  under  which  all  Arizona  physicians 
must  practice?  I find  it  difficult  to  believe  that 
this  act  was  initiated  strictly  by  lay  legislation. 
Regardless  of  how  it  was  brought  about,  all  Ari- 
zona physicians  are  responsible  for  it  and  should 
each  assume  some  personal  responsibility  in  cor- 
recting the  law  so  that  it  can: 

(a)  Explicitly  allow  for  consideration  of  indi- 
vidual physician’s  qualifications,  based  on  merit, 
not  on  their  geographical  origin. 

(b)  Be  more  compatible  with  licensing  regu- 
lations in  the  forty-nine  other  states. 

(c)  Take  into  consideration  the  medical 
needs  of  Arizona  by  encouraging  qualified  phy- 
sicians to  work,  contribute  to  and  teach  in  this 
area. 

(d)  Establish  a standard  of  medical  practice 
without  paradoxes  and  political  implications. 

In  dealing  with  my  personal  problem  the 
State  Board  of  Examiners  has  demonstrated  a 
pliability  by  interpreting  the  law  in  the  light  of 
above  mentioned  criteria.  I doubt,  ho\\ever, 
that  the  members  of  this  board  are  desirous  of 
becoming  a veritable  “state  medical  supreme 
court”,  nor  would  they  be  constitutional  in  be- 
coming the  same.  They  are  thus  hampered  in 
their  efforts  to  provide  the  best  quality  medical 
practice  to  Arizona. 

I hope  that  the  readers  of  Arizona  Medicine 
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will  take  it  upon  themselves  to  familiarize  them- 
selves with  the  Medical  Practice  Act  and  all 
of  its  implications.  This  would  at  least  serve 
the  purpose  of  having  someone  assume  responsi- 
bility when  a colleague  complains  of  a profes- 
sional injustice. 

Respectfully, 

Ralph  B.  Lilly,  M.D. 

Resident  in  Neurology 
Barrow  Neurological  Institute 
St.  Joseph’s  Hospital 


On  page  311  appears  an  editorial  on  the  subject  of 
Arizona’s  Medicine  and  Surgery  Law. 
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THE  SECOND  YEAR  OF  OPERATION 
BARROW  NEUROLOGICAL  INSTITUTE 
OF  ST.  JOSEPHUS  HOSPITAL, 
PHOENIX,  ARIZONA 

Four  specific  areas  are  pertinent  to  a summary 
of  our  activities  during  the  period  from  October 
1,  1963.  These  are  (1)  Organizational,  (2)  Pa- 
tient Care,  (3)  Educational  and  (4)  Research; 

(1)  ORGANIZATIONAL 

The  Institute  is  an  organization  of  clinicians  and 
investigators  who  not  only  must  fulfill  their  obli- 
gations to  patients,  trainees,  and  research,  but 
must  relate  to  St.  Joseph’s  Hospital  which  makes 
possible  the  majority  of  its  activities,  to  the 
Neurological  Sciences  Foundation  which  should 
play  a major  role  in  its  future  development,  and 
to  the  medical  and  scientific  community  locally 
and  nationally.  St.  Joseph’s  Hospital  owns  the 
plant  and  provides  the  nursing,  dietary  and 
maintenance  of  the  Hospital,  including  the  Insti- 
tute. The  Medical  Staff  of  the  Hospital  and  In- 
stitute is  regulated  by  the  same  By-Laws.  In 
addition,  we  have  the  following  individual  ad- 
ministrative structure  which  clarifes  our  designa- 
tion as  an  Institute: 

A.  The  Neurological  Administrative  Committee. 

Composed  of  senior  representatives  from  the 
Foundation,  Hospital  and  Institute,  this  Com- 
mittee deals  with  correlating  the  interests  of 
these  groups  from  the  standpoints  of  long-range 
policies  and  budgetary  matters.  Mr.  Glenn  Tay- 
lor is  presently  the  Chairman  of  this  Committee. 

B.  The  Executive  Director  of  the  Institute. 

Appointed  by  the  Governing  Body  of  St.  Jo- 
seph’s Hospital,  the  Executive  Director  is  the 
full-time  representative  of  the  Hospital  in  the 
Institute.  He  correlates  and  activates  the  work 
on  the  B.  N.  I.  Commission  and  its  Division  and 
Committees  with  the  Hospital,  the  Neurological 
Administrative  Committee  and  community.  Mr. 
Timothy  Barrow  serves  in  this  capacity. 

C.  B.N.I.  Commission. 

The  By-Laws  of  the  Medical  Staff  of  St.  Jo- 
seph’s Hospital  authorize  the  Commission  of  the 
Institute  to  select  its  Staff,  subject  to  the  ap- 
proval of  the  Governing  Body  of  the  Hospital, 


A report  to  the  Annual  Meeting  of  the  Neurological  Sciences 
Foundation  by  the  Chairman  of  the  Commission  of  the  Barrow 
Neurological  Institute  on  Dec.  10,  1964 


and  to  supervise  the  medical  and  scientific  ac- 
tivities of  the  Institute.  By  this  statute  the  Com- 
mission includes  the  Chairman  of  each  of  the 
Divisions  of  the  Institute  (Neurology,  Neuro- 
logical Surgery,  Neurobiology,  Neuroradiology, 
Neuropathology  and  the  recently  established 
Division  of  Special  Services),  two  appointees 
from  the  B.  N.  I.  Staff  by  the  Executive  Com- 
mittee of  the  Medical  Staff  of  St.  Joseph’s  Hos- 
pital, and  three  ex-officio  members  (Adminis- 
trator, Executive  Director  and  president  of  the 
Medical  Staff  of  St.  Joseph’s  Hospital).  The 
Chairman  of  the  Commission  is  appointed  by 
the  Governing  Body  of  the  Hospital.  Recently 
the  Commission  has  reorganized  its  Committees 
in  order  to  increase  efficiency  and  communica- 
tion in  the  Institute,  to  increase  the  responsibil- 
ity and  authority  of  each  Division,  and  to  im- 
prove its  relations  with  the  Hospital,  Foundation 
and  profession. 

The  Staff  of  the  Institute  has  increased  during 
the  past  year,  namely: 

1.  Doctor  Lewis  Brown,  who  is  associated  with 
Doctors  John  A.  Eisenbeiss  and  William  B. 
Helme:  Division  of  Neurological  Surgery. 

2.  Doctor  Loyal  Davis,  a member  of  the  Neuro- 
logical Sciences  Foundation  and  pioneer  in 
the  field  of  Neurological  Surgery:  Consulting 
Staff  in  the  Division  of  Neurological  Surgery. 

3.  Doctor  Robert  Flynn  returns  this  month 
from  the  Neurological  Institute  of  New  York 
where  he  has  spent  the  past  year  in  Neuro- 
radiology (Doctor  Riordan  and  group)  and 
devote  his  full  time  to  Neuroradiology  in  the 
Institute. 

4.  Doctor  Andrew  O.  Edes:  Resident  in  the  Di- 
vision of  Neurology. 

5.  Doctor  Francois  Haravey:  Resident  in  the 
Division  of  Neurological  Surgery. 

6.  Doctor  Janies  W.  Kernohan:  Consultant 
Emeritus  in  the  Division  of  Neuropathology. 

7.  Doctor  Ralph  Lilly.  Resident  in  the  Divi- 
sion of  Neurology. 

8.  Doctor  Michael  Long:  Trainee  in  the  Con- 
vulsive Disorder  Unit. 

9.  Doctor  John  D.  Waggener,  formerly  Associ- 
ate Professor  of  Pathology  at  the  University 

of  Texas  in  Galveston;  Chairman  of  the  Di- 
vision of  Neuropathology. 

10.  Doctor  Philip  T.  White,  formerly  Professor 
of  Neurology  at  the  University  of  Indiana 
School  of  Medicine;  Director  of  the  Convul- 
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sive  Disorder  Unit  and  recently  appointed 
as  the  Chairman  of  the  Division  of  Special 
Services. 

(2)  PATIENT  CARE 

he  members  of  the  Staff  of  the  Institute  ( four 
neurologists  and  nine  neurological  surgeons)  ad- 
mitted 1,317  private  and  indigent  patients  for 
diagnosis  and  treatment.  During  our  second 
year,  700  indigent  patients  were  managed  in  the 
Out-Patient  Clinic.  The  Institute  has  become 
a regional  center  for  neurological  and  neuro- 
surgical illnesses  and  injuries.  It  is  important 
that  we  are  able  to  meet  the  needs  of  referring 
physicians  and  agencies  and  to  be  able  to  care 
for  patients  of  all  economic  strata.  A good  start 
has  been  made  in  this  direction  by  the  Sisters 
of  Mercy  and  by  the  Behrstock  Fund  (made  pos- 
sible by  Ralph  and  A.  J.  Burgbacher). 

The  counties  from  where  indigent  patients 
originate  should  accept  the  obligation  to  help 
defray  the  expenses  of  specialty  care  in  the  In- 
stitute. Such  assistance  is  essential  not  only  for 
humanitarian  reasons,  but  to  provide  a wide  va- 
riety of  problems  for  the  training  of  residents  in 
Neurology  and  Neurological  Surgey.  During 
the  past  year,  St.  Joseph’s  Hospital  has  provided 
$47,520.00  and  the  Behrstock  Fund,  $2,119.08  to 
help  meet  this  need.  The  Staff  has  contributed 
its  services. 

With  the  opening  of  the  Long  Term  Care  Unit 
early  in  1965,  the  Hospital  will  open  the  fifth 
floor  of  the  Institute  for  neurological  and  neuro- 
surgical patients.  This  will  bring  the  bed  capa- 
city of  the  Institute  from  50  to  87  beds.  Plans  are 
also  underway  for  a Neurological  Rehabilitation 
Unit. 

(3)  EDUCATION 

The  educational  programs  of  the  Institute  have 
developed  effectively  during  the  second  year. 
Regularly  scheduled  teaching  conferences  in- 
clude : 

Netirobiologij,  Neurology  Rounds,  Neuropath- 
ology, B.  N.  I.  Nursing,  B.  N.  I.  Clinical  Confer- 
ences, Neuro-ophthalmology,  Journal  Club, 
Neurological  Surgery  Rounds,  and  Neuroradi- 
ology. 

A Seminar  on  Neuroanatomy  was  provided  in- 
cluding guest  lecturers  — (Doctor  Robert  Dow 
of  Portland  who  spoke  on  Cerebellar  Anatomy 
and  Physiology  and  Doctor  Lowell  White  of 
Seattle  who  spoke  on  Neuroembryology  and  on 
the  Limbic  System). 


Various  members  of  the  Staff  of  the  Institute 
brought  a considerable  number  of  regional,  na- 
tional and  international  conventions  and  meet- 
ings to  Phoenix  and  to  the  B.N.J.  during  this  past 
year.  These  meetings  were: 

(a)  Central  Electroencephalographic  Society; 

(b)  Clinical  Society  of  Neurology; 

(c)  International  Symposium  on  Neurobiology; 

( d ) Neurosurgical  Society  of  America; 

(e)  Twelfth  Vocational  Rehabilitation  Work- 
shop on  the  Consideration  of  Neurological 
Diseases  and  Disabilities; 

(f)  Western  EEC  Society  and 

(g)  Western  Institute  on  Epilepsy 

Members  of  the  Staff  represented  the  Institute 
at  33  Scientific  meetings  away  from  Phoenix. 

Two  members  of  the  Staff  were  honored  by 
their  election  as  President-Elect  of  the  American 
EEC  Society  and  of  the  Western  Neurosurgical 
Society,  respectively.  The  salient  features  of 
these  meetings  are  reported  back  to  the  Staff  of 
the  BNI  in  the  Journal  Club  and  Neurobiology 
Conferences. 

An  agreement  with  the  U.  S.  Public  Health 
Service,  under  the  leadership  of  Doctor  Daly, 
made  possible  the  establishment  of  an  Epilepsy 
Educational  Program.  This  culminated  in  the 
opening  of  the  Convulsive  Disorder  Unit  and  the 
selection  of  Doctor  Philip  T.  White  as  its  Di- 
rector. The  contract  is  for  $130,284.11  for  a 
period  of  five  years.  It  has  enabled  the  Insti- 
tute to  initiate  the  first  program  of  this  kind  in 
the  nation. 

The  training  programs  of  the  Institute  have 
provided  for  ten  residents  and  trainees  during 
this  period  (October  1,  1963-September  30, 
1984). 

The  Staff  of  the  Division  of  Neurobiology, 
through  individual  affiliation  with  Arizona 
State  University,  has  carried  out  a sustained  ef- 
fort in  undergraduate  and  graduate  teaching  at 
the  University.  Three  doctoral  candidates  from 
the  Departments  of  Chemistry  and  Psychology 
are  presently  doing  research  in  the  Division  of 
Neurobiology  under  the  supervision  of  our  Staff. 

The  American  Board  of  Neurological  Surgery 
will  hold  its  written  examination  in  various 
training  centers  on  December  12,  1964.  Doctors 
Scheetz  (B.N.I.)  and  Leaver  (U.  S.  Army)  will 
write  their  examinations  at  the  B.N.I. 

The  Library  of  Neurological  Sciences  has  ex- 
panded to  the  point  of  requiring  new  quarters. 
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In  addition,  its  major  deficiencies  are  the  need 
for  more  current  journals  and  modern  copying 
devices.  To  date  the  Library  has  been  made 
possible  by  the  Sisters  of  Mercy,  the  members 
of  the  B.N.I.  Staff,  and  from  portions  of  research 
grants  from  the  National  Institute  of  Health. 
We  are  pleased  that  additional  responsibility  for 
the  development  of  this  essential  area  of  the 
Institute  has  been  accepted  by  the  Ladies’  Guild 
of  the  Neurological  Sciences  Foundation. 

The  Institute  is  the  recipient  of  a valuable  col- 
lection of  clinical  records  which  have  been  cor- 
related with  a large  number  of  gross  and  micro- 
scopic specimens,  representing  the  life-time  ex- 
perience by  Doctor  Loyal  Davis.  As  space,  per- 
sonnel and  finances  permit,  this  collection  will 
be  developed  to  enhance  the  teaching  program. 

(4)  RESEARCH 

Research  in  the  Institute  is  currently  concen- 
trated in  the  Divisions  of  Neuropathology  and 
Neurobiology.  Plans  are  underway  for  a Neuro- 
surgical Research  Laboratory.  In  Neuropath- 
ology, Doctor  Helen  Ramsey  has  carried  out 
investigations  on  the  ultra  structure  of  brain 
tumors.  The  possibility  that  viruses  may  be 
related  to  the  causation  of  these  lesions  is  being 
currently  explored. 

In  the  Division  of  Neurobiology,  the  initial 
equipment  for  the  laboratories  has  been  set  up, 
tested,  and  a number  of  research  projects  have 
been  activated.  Doctor  Joseph  Harris  is  work- 
ing in  the  Neurochemistry  Laboratory  on  the 
mechanism  of  the  action  of  tranquilizing  medica- 
tions and  on  drugs  which  are  known  to  stop 
epileptic  activity.  Doctor  Arthur  Schwartz  is 
now  about  to  complete  a project  in  the  Labora- 
tory of  Physiological  Psychology  on  the  investi- 
gation of  those  nervous  mechanisms  involved 
in  the  production  of  hallucinations  by  drugs 
such  as  LSD.  A remarkable  finding  in  this  area 
is  the  indication  that  these  substances  induce 
changes  even  in  the  retina.  Doctor  Eduardo 
Eidelberg  and  his  associates  in  the  Laboratory  of 
Neurophysiology  have  concentrated  on  the 
changes  in  electroencephalograms  caused  by 
drugs  which  affect  behavior.  It  seems  quite  clear 
that  the  effects  of  these  substances  are  not  gen- 
eralized to  all  structures  but,  on  the  contrary, 
are  highly  localized  to  be  part  of  the  brain 
known  as  the  “old  brain”  which  seems  to  be  an 
important  center  for  emotional  behavior.  Spe- 
cial computer  techniques  have  been  developed 
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in  this  laboratory  to  handle  the  data  from  these 
projects. 

Approximately  70  per  cent  of  the  total  costs  of 
research  at  the  Institute  has  been  directly  sub- 
sidized by  grants  from  the  Federal  Government 
Agencies  to  individual  investigators.  Further 
support  along  the  same  lines  is  pending  approval 
for  new  projects.  This  represents  a vote  of  con- 
fidence from  these  Agencies  for  the  Staff  and 
reflects  the  already  growing  national  prestige  of 
the  Institute. 

However,  it  also  represents  a dangerous  im- 
balance in  these  areas  because  the  support  of 
our  key  personnel  in  the  laboratories  is  contin- 
gent upon  grant  renewals  and  on  budget  appro- 
priations by  Gongress.  It  would  strengthen  the 
administration  of  the  Institute  to  have  the  pay- 
roll of  our  key  investigators  supported  locally. 
This  is  essential  in  assuring  the  stability  of  long- 
term research  activities,  the  training  of  highly 
skilled  supporting  personnel  and  to  assure  ca- 
reers in  research  at  the  Institute. 

Alembers  of  the  Staff  of  the  B.N.I.  published 
twenty-one  articles  from  October  1,  1963,  to 
September  30,  1964.  These  are: 

1.  Atkinson,  J.  R.:  Experimental  Air  Embolism, 
Northwest  Medicine,  62:699-703,  1963; 

2.  Atkinson,  J.  R.  and  Ward,  A.  A.:  Effect  of 
Acetazolamide  on  Brain  and  Blood  Ph,  Neu- 
rology, 74:561,  1964; 

3.  Atkinson,  J.  R.  and  Ward,  A.  A.:  Intracellu- 
lar Studies  of  Gortical  Neurones  in  Ghronic 
Epileptogenic  Foci  in  the  Alonkey,  Experi- 
mental Neurology,  70:285,  1964; 

4.  Eidelberg,  E.:  “Phase  Reversal”  of  Electrical 
Activity  in  the  Gerebral  Gortex,  A Discus- 
sion, Boletin  Del  Instituto  De  Estudios  Med- 
icos Y Biologicos,  27:3,  1963; 

5.  Eidelberg,  E.  and  Neer,  H.  M.:  Analysis  of 
Amygdaloid  Spindling,  The  Physiologist, 
7:3,  1964; 

6.  Eidelberg,  E.  and  Neer,  H.  M.:  Electrical 
Analysis  of  Amygdaloid  Spindling,  Boletin 
Del  Instituto  De  Estudios  Medicos  Y Bio- 
logicos, 22:1,  1964; 

7.  Eidelberg,  E.,  Schwartz,  A.  S.  and  Harris, 
J.:  Neurobiology:  Inter-Disciplinary  Discus- 
cussions  of  the  Nervous  System,  Science 
744:3625,  pp.  1478-1480,  1964; 

8.  Green,  John  R.  and  Scheetz,  David  G.:  Sur- 
gery of  Epileptogenic  Lesions  of  the  Tem- 
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poral  Lobe,  AMA  Archives  of  Neurology, 
iO:  135-147,  1964; 

9.  Green,  John  R^:  The  Great  Books  of  Medi- 
cine, Arizona  Medicine,  21:83-88,  1964; 

10.  Green,  John  R.:  Book  Review:  S.  B.  Hays, 
Surgery  in  World  War  11;  Neurosurgery, 
Vol.  11,  Washington,  D.  G.,  U.  S.  Govern- 
ment Printing  Office,  Superintendent  of 
Documents,  1959,  xxvi,  705  pp..  Journal  of 
the  History  of  Medicine,  /9: 305-307,  1964; 

11.  Green,  John  R.:  The  Wide  Spectrum  of 
Medicine,  Editorial,  Arizona  Medicine,  21: 
499,  1964; 

12.  Harris,  Joseph:  See  No.  7; 

13.  Kernohan,  James  W.  and  Ramsey,  Helen  J.; 
Gircumscribed  Sarcoma  of  the  Gerebellum— 
An  Electron  Microscopic  Study,  Journal  of 
Neuropathology  and  Experimental  Neurol- 
ogy, 23:706-718,  1964; 

14.  Kernohan,  James  W.,  Sloof,  Johan  L.  and 
MacGarty,  Gollin  S.:  Primary  Intramedullary 
Tumors  of  the  Spinal  Gord  and  Filum  Ter- 
minale,  Philadelphia,  Pennsylvania,  Saund- 
ers, Publisher,  1964; 

15.  Pittman,  Hal  W.  and  Gain,  Douglas  D.:  Bi- 
lateral Occlusion  of  the  Garotid  Artery,  Ari- 
zona Medicine,  20:32-37,  1963; 

16.  Ramsey,  Helen  J.:  See  No.  13; 

17.  Schwartz,  A.  S.  and  Lindsley,  D.  B.:  Gritical 
Flicker  Frequency  and  Photic  Following  in 
the  Gat,  Boletin  Del  Institudo  De  Estudios 
Medicos  Y Biologicos,  22:2,  1964; 

18.  Schwartz,  A.  S.:  See  No.  7; 

19.  Steelman,  H.  F.:  Headaches  its  Gauses  and 
Treatment,  Arizona  Medicine,  2/:801-807, 
1964; 

20.  White,  Philip  T.  and  Klove,  H.:  The  Rela- 
tionship of  Degree  of  EEG  Abnormality  to 
the  Distribution  of  Wechsler  - Bellevue 
Scores,  Neurology,  13:423-430,  1963; 

21.  White,  Philip  T.  and  Ross,  A.  T.:  Inanition 
Syndrome  in  Infants  with  Anterior  Hypo- 
thalamic Neoplasms,  Neurology,  13:974-981, 
1963; 

22.  White,  Philip  T.,  DeMeyer,  W.  and  De- 
Meyer,  M.:  EEG  Abnormalities  in  Early 
Ghildhood  Schizophrenia;  O Double-Blind 
Study  of  Psychiatrically  Disturbed  and  Nor- 
mal Ghildren  During  Promazine  Sedation, 
American  Journal  of  Psychiatry,  120:950- 
958,  1964; 

23.  White,  Philip  T.,  Dyken,  P.  and  Manning, 


H.:  Electroencephalographic  Ghanges  Asso- 
ciated with  Gerebrellar  Hemisphere  Tumors, 
Journal  of  Neurology,  Neurosurgery  and 
Psychiatry,  27:340-344,  1964; 

24.  White,  Philip  T.  and  DeMeyer,  W.:  EEG  in 
Holoprosencaphaly  ( Arhinencephaly ) , Ar- 
chives of  Neurology,  11:507-520,  1964. 

SUMMARY 

The  second  year  of  operation  of  the  Barrow 
Neurological  Institute  of  St.  Joseph’s  hospital 
has  been  remarkably  productive  from  the  stand- 
points of  organizations,  patient  care,  training 
programs  and  research,  considering  all  factors. 
The  future  of  the  programs  of  the  Institute  will 
continue  to  depend  upon  the  industry  of  its  Staff 
and  upon  support  of  everyone  concerned. 


LOANS  AVAILABLE 
FOR  STUDENTS 

One  of  the  most  ancient  wheezes  extant  is 
the  observation  that  “things  are  different  today 
than  when  I was  young.” 

We  have  heard  it  from  our  parents.  They 
heard  it  from  their  parents.  We  tell  it  to  our  chil- 
dren. They’ll  tell  it  to  their  children.  And,  oddly 
enough,  it’s  true. 

Medical  education  is  a case  in  point. 

In  my  day,  which  was  a generation  ago,  a 
medical  student  had  to  have  (1)  parents  or 
other  relatives  ready,  able  and  willing  to  finance 
him;  (2)  brains  enough  to  snag  a couple  of 
scholarships;  or  (3)  the  stamina  of  a trained 
athlete  in  order  to  hold  down  a job  and  con- 
tinue his  arduous  studies  at  the  same  time. 

I had  a crack  at  all  three.  The  Depression 
of  1929  loused  up  No.  1.  I loused  up  No.  2 
by  deferring,  just  a few  short  days  before  the 
crash,  to  another  student  who  at  that  time  need- 
ed the  scholarship  more  than  I did,  and  Mother 
Nature  loused  up  No.  3 for  me. 

A Bank  Loan  in  those  days,  and  for  a medical 
student,  of  all  shaky  risks,  was  unheard  of. 

But  things  are  different  today  than  when  I 
was  young. 

Since  1960,  the  Arizona  Medical  Association, 
in  cooperation  with  the  Valley  National  Bank, 
has  maintained  a program  that  provides  student 
loans  and  scholarships  for  qualified  medical 
students. 

In  1963,  the  association  expanded  the  program 
by  allocating  additional  funds  and  established 
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with  the  Valley  National  Bank  a guarantee- 
type  loan  program. 

Amounts  up  to  $1,500  are  made  available  an- 
nually. Loans  may  be  had  through  the  post- 
graduate medical  training  years  as  well  as  dur- 
ing the  regular  four  years  of  medical  school. 
Payments  on  the  loan  are  deferred  until  after 
medical  training  is  completed  and  the  new  doc- 
tor has  established  a practice.  Both  the  bank 
and  the  medical  association  have  worked  out  a 
very  liberal  repayment  schedule. 

To  date,  more  than  $74,000  in  loans  have  been 
made  to  38  medical  students,  all  of  whom  are, 
and  must  be  in  order  to  qualify  for  a loan,  resi- 
dents of  Arizona. 

And  that’s  not  all.  In  addition  to  the  loan 
program,  the  association  has  established  a 
scholarship  program  which  provides  outright 
grants  of  $500  to  exceptionally  qualified  medical 
students.  This  is  a bonanza  that  should  be 
greeted  with  the  loudest  of  cheers  by  any  Ari- 
zona medical  student  worthy  of  the  name. 

Scholarships  such  as  this  are  not  easily  come 
by,  nor  should  they  be.  In  order  to  qualify,  a 
student  really  must  burn  the  midnight  oil,  and 
that’s  as  it  should  be,  too.  Today’s  better  stu- 
dent is  tomorrow’s  better  doctor.  Julian  DeVries, 
Medical  Editor,  The  Arizona  Republic,  3-8-65. 

EVERYBODY’S  AN 
EXPERT ? ? 

Next  to  the  fact  that  nearly  everybody  feels 
qualified  to  run  a newspaper  is  the  fact  that 
most  people  consider  themselves  as  experts  on 
advertising.  And  now,  it  would  appear  that 
bureaucrats  are  deciding  that  they  should  also 
be  experts  in  the  field  of  medicine. 

« ft 

Recently  the  Food  & Drug  Administration 
seized  several  hundred  hundred  cases  of  Shred- 
ded Wheat  in  Kansas  City.  Obviously,  the  Na- 
tional Biscuit  Company  does  not  qualify  as  either 
a small  or  independent  business,  but  regardless 
of  this  fact  a principle  is  involved  here. 

* # # 

The  seizure  was  made  because  last  May  the 
FDA  made  an  arbitrary  ruling  prohibiting  the 
use  of  certain  references  to  cholesterol  content 
in  the  packing  or  promotion  of  food  items.  The 
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breakfast  food  in  question  had  on  its  package 
the  information  that  too  much  cholesterol  pre- 
sents a problem  which  can  be  alleviated  by  a 
well  balanced  diet  not  containing  an  excess  of 
animal  fats. 

* # * 

Because  this  ran  contrary  to  the  FDA  ruling 
prohibiting  the  use  of  words  and  phrases  such  as 
“unpolyunsaturated,”  “low  in  cholesterol,”  or 
“ask  your  doctor,”  the  FDA  confiscated  the 
merchandise. 

« # # 

This  question  of  cholesterol  is  the  subject  of 
much  research  and  discussion  in  the  medical 
profession.  It  is  apparently  proved  that  too 
much  cholesterol  in  the  blood  stream  will  cause 
heart  trouble. 

Certain  types  of  food  fat  appear  to  provide 
cholesterol  to  the  diet.  Whether  or  not  people 
suffering  from  a high  cholesterol  level  in  the 
blood  gained  that  condition  because  of  their 
dietary  habits,  or  whether  it  was  caused  by  some 
physical  condition  is  a question  quite  subject 
to  debate.  However,  many  doctors,  and  many 
patients,  have  found  that  regardless  of  how  the 
condition  was  created,  a low  cholesterol  diet  is 
beneficial. 

« * « 

Yet,  apparently  with  no  qualms  at  all,  and 
apparently  because  somebody  in  FDA  disagrees 
with  medical  beliefs  regarding  cholesterol,  the 
bureau  adopts  a regulation  making  prohibitions 
as  covered  above. 

* * * 

This  is  significant  by  itself,  but  is  even  more 
so  when  considered  as  what  might  take  place 
if  through  Medicare,  or  other  programs,  the 

government  intrudes  in  the  practice  of  medicine. 

^ 

While  independent  business  proprietors,  vot- 
ing through  the  National  Federation  of  Inde- 
pendent Business  consistently  oppose  raising 
payroll  taxes  for  Medicare  as  unsound  econom- 
ics, there  is  this  other  consideration.  If  govern- 
ment could  get  into  the  practice  of  medicine, 
eventually  some  bureaucrats  with  no  more  (juali- 
fications  than  having  had  the  right  political  con- 
nections to  get  appointed,  would  be  telling  doc- 
tors what  they  can  and  cannot  do  in  treating 
illness. 

Courtesy:  National  Federation  of  Independent  Business 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


I Squibb  Quality-the  Priceiess  ingredient 


SQUIBB  DIVISION 


326 


Arizona  Medicine 


Parents . . . Grandparents . . . 
Give  the  children  a gift  that 


GUARANTEES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 


PLUS 
$1,000 
INSURANCE 
PROTECTION 
FOR  ONE  $50 
PAYMENT 

HBA'S  DESIGNOLITE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  0 to  ISVi  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  On  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


Doctor  — You  Know  The  Importance  Of  Guaranteed  Insurability 
THE  CHILDREN  WILL  THANK  YOU! 


Send  for  / '»  (/  \ fi'ee  folder 

THEIHBAILIFE 

INSURANCE  COMPANY 

Phone  258-4885 

TUCSON  MA  3-2421 


I The  HBA  Life  Insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 
I Please  send  Folder  on  Designolife  Youth  Estate! 

I Name  

Address  

City  State  


MESA  WO  4-5668 
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The  Bronchodilator  with  the  intermediate  dose  ofKI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming).  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

mi^cpicuie^GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

iiuIdnanfi,GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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PLANNED  PARENTHOOD  WORLD  MEDICAL 


ASSOCIATION  OF 
PHOENIX  CONTINUES 
WORK 

To  continue  its  assault  on  mounting  over- 
population, Planned  Parenthood- World  Popu- 
lation will  launch  a nationwide  drive  on  Feb- 
ruary 1. 

The  goal  is  $7,500,000  for  local,  national  and 
international  programs.  Funds  will  be  used  in 
part  to  support  research  on  newer  and  more  ac- 
ceptable methods  of  birth  control  and  to  further 
foreign  programs  of  assistance. 

Honorary  co-chairmen  of  the  national  cam- 
paign are  former  Presidents  Eisenhower  and 
Truman.  Locally  spearheading  the  drive  as  hon- 
orary co-chairmen  are  the  Rt.  Rev.  Joseph  M. 
Harte  and  Mrs.  Rarry  Goldwater.  The  latter 
served  on  the  original  Planned  Parenthood  board 
formed  in  Phoenix  in  1937.  She  later  became 
president  of  the  group. 

The  goal  for  the  Planned  Parenthood  Asso- 
ciation of  Phoenix  is  $17,900.  This  amount  is 
needed  to  meet  increasing  demands  placed  on 
the  local  organization.  Greater  public  accept- 
ance, press  exposure  of  the  population  problem 
and  modern  methods  of  birth  control  have  in- 
creased clinic  activity  tenfold  in  the  last  four 
years. 

P.  P.  A.’s  main  clinic  is  located  at  Memorial 
Hospital.  Rranch  clinics  are  maintained  in 
Glendale  and  Tempe. 

Last  year,  two-thirds  of  those  requesting  clinic 
services  were  members  of  minority  groups. 
Seventy-five  of  every  100  patients  had  weekly 
incomes  under  $75;  and  42  had  family  earnings 
of  less  than  $50  a week.  Eighteen  of  every  100 
were  on  welfare,  which  according  to  the  board, 
demonstrates  that,  in  terms  of  public  funds; 
Planned  Parenthood  saved  the  community  about 
$150,000  in  welfare  and  medical  costs  in  one 
year  alone. 

Gurrent  President  of  the  Planned  Parenthood 
Association  of  Phoenix  is  Mrs.  Arthur  R.  Nelson. 
Go-chairmen  of  the  local  campaign  are  Plamilton 
Loeb  and  Mrs.  Kenneth  Geiser. 


ASSOCIATION 

The  World  Aledical  Association  represents  the 
free,  professional  medical  associations  of  nations 
whereas  the  World  Health  Organization  repre- 
sents the  governments  of  many  lands.  W.  M.  A. 
has  no  connection  with  any  government.  It  is 
committed  to  the  philosophy  that  medical  and 
scientific  knowledge  should  be  universally  avail- 
able and  free  of  all  political  control. 

The  official  “regular”  budget  of  the  World 
Health  Organization,  like  that  of  the  United 
Nations— of  which  WHO  is  a specialized  agency 
—is  provided  by  the  members  States,  each  pay- 
ing its  share  according  to  a scale  worked  out 
in  relation  to  national  levels  of  income  and  the 
size  of  each  country’s  population.  WHO  oper- 
ates to  a great  extent  on  American  tax  dollars. 

In  contrast.  The  World  Medical  Association 
is  self-supporting.  The  annual  budget  of  WMA 
is  dependent  entirely  upon  dues  and  private 
contributions. 


matters  of  editorial  interest 
to  tine  medical  prof  ess  ion 


District  IX  Blue  Cross/Blue  Shield 
Confab 

etcetraetcetraetcetra 

Some  65  delegates  from  nine  states  comprising 
District  IX  attended  the  annual  policy  making 
gathering  at  the  Garefree  Inn  in  Garefree,  Ari- 
zona, Eebruary  18,  19  and  20. 

Sam  M.  Butler,  executive  director,  Arkansas 
Blue  Gross/Blue  Shield,  Little  Rock,  was  the 
general  chairman  of  the  meeting,  assisted  by 
N.  D.  Helland,  president,  Oklahoma  Blue  Gross/ 
Blue  Shield,  Tulsa,  and  William  R.  Oakes,  M.D., 
member,  board  of  directors.  New  Mexico  Blue 
Shield,  Albuquerque,  as  co-chairman  of  the  Pro- 
gram Gommittee. 
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Topics  of  Current  Medical  Interest 

The  opening  day  was  divided  into  three  meet- 
ings . . . One  for  the  Operating  Committee,  com- 
posed of  the  executives  of  the  District’s  Plans 
and  chaired  by  Sam  M.  Butler.  . . . The  second 
was  for  District  Plan  board  members  and  was 
a round-table  discussion  chaired  by  Ralph  A. 
McGill,  M.D.,  Oklahoma  Blue  Shield  board 
member,  Tulsa;  and  the  third  was  a meeting 
for  the  wives  of  the  delegates  chaired  by  Robert 
R.  Rinehart,  advertising  and  public  relations 
director,  Phoenix,  Arizona. 

John  C.  Foster,  the  executive  director  of  the 
host  plan,  extended  the  welcome  address  on 
Friday.  Key  speakers  for  this  day  were  J.  W. 
Shuster,  industrial  relations  director,  Chino 
Alines  Division,  Kennecott  Copper  Corporation, 
New  Mexico;  and  R.  C.  Anderson,  executive 
vice-president,  Colorado  Labor  Council,  AFL- 
CIO,  Denver. 

That  afternoon  John  W.  Castellucci,  executive 
vice-president.  National  Association  of  Blue 
Shield  Plans,  Chicago,  and  Walter  J.  AIcNerney, 
president.  Blue  Cross  Association,  Chicago, 
spoke  on  national  affairs  and  answered  ques- 
tions regarding  Blue  Cross’  and  Blue  Shield’s 
participation  in  a national  program  for  Elder- 
care.  Thomas  AI.  Tierney,  executive  vice-presi- 
dent, Colorado  Blue  Cross,  Denver,  was  the 
guest  speaker  at  the  evening’s  banquet. 

Saturday’s  session  was  devoted  to  talks  by 
Jack  Yale,  “Hospitals  and  Blue  Cross,”  adminis- 
trator, Alemorial  Hospital,  Sheridan,  Wyoming; 
and  Arthur  C.  Stevenson,  AI.D.,  “Aledicine  and 
Blue  Cross/Blue  Shield,”  president  of  the 
National  Association  of  Blue  Shield  Plans,  and 
honorary  member,  Arizona  Blue  Shield  Board 
of  Directors,  Phoenix.  Edward  L.  Wright,  attor- 
ney, vice-president,  board  of  trustees,  Arkansas 
Blue  Cross/Blue  Shield,  Little  Rock,  spoke  on 
“Legal  Problems  in  Prepayment.’ 

Foster  was  elected  chairman  of  District  IX, 
succeeding  Butler  who  completed  his  second 
term  at  this  time.  Ne.xt  year’s  meeting  will  be 
held  in  Phoenix  at  the  new  Del  Webb  Towne- 
House  Hotel.  . . . 

The  new  Blue  Cross/Blue  Shield  contracts 
are  now  printed  and  available  for  distribution. 
The  new  format  is  indicative  of  the  new  con- 
tracts. . . . 

Along  this  same  line,  the  1964  annual  report 
is  ready  to  come  back  from  the  printers  for 
distribution  to  the  medical  profession,  hospital 


Mr.  John  C.  Foster 


executives,  community  leaders,  chambers  of 
commerce,  news  media,  other  Blue  Cross/Blue 
Shield  plans,  enrolled  members  in  groups,  high 
school  and  college  libraries,  and  so  forth.  One 
of  the  highlights  of  the  report  shows  that  since 
the  inception  of  Arizona  prepayment  we  have 
paid  out  $83,352,844.85  for  the  care  of  members. 
. . . The  Arizona  Blue  Cross/Blue  Shield  plan 
received  a first  place  award  in  the  annual 
Arizona  Advertising  Awards  Craft  Competition 
held  this  year  in  Tucson.  The  first  place  was  for 
the  billboard  campaign  conducted  by  the  plan. 
In  other  years,  the  plan  has  won  first  place 
awards  for  its  annual  report,  its  direct  mail 
campaign,  its  employee  publication,  as  well  as 
recognition  for  its  newspaper  advertising.  . . . 
The  Senior  Citizen  campaign  for  enrolling  those 
over  65  in  Blue  Cross/Blue  Shield  will  be  held 
Alay  2 through  the  15th.  There  will  be  support- 
ing newspaper  advertising  for  this  open  period. 


REMEMBER  . . . 

BLUE  SHIELD  ANNUAL  CORPORATION 
MEETINGS 

First  Meeting 

11:30  A.M.  Wednesday,  April  28th 

Second  Meeting 

11:30  A.M.  Saturday,  May  1st 

Both  meetings  will  be  held  in  the  Terrace  Ball- 
room of  the  Pioneer  Hotel,  Tucson,  Arizona. 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATIONJNC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

19  North  Tyndall  - MAin  2-1567 


74th  ANNUAL  MEETING 
APRIL  28  thru  MAY  1,  1965 
PIONEER  HOTEL,  TUCSON,  ARIZONA 


ATHLETIC 
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and  neuro! 


'M 


ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph  D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


PHOENIX  18,  ARIZONA 
am  4-4111 


Camel^aek  Chapel  and  Numeral  Ume 


3RD  AVENUE  AND  CAMELBACK  - PHONE  577-2603 


oc/i<x  s nest 
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Physicians’ 

ArMA 

DIRECTORY 
AND  CLASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 

5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — Alpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  CameJback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


Directory 

ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LIND8ERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 
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Physicians’  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


Pharmacy  Directory 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  — DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
21  8 E.  Stetson  Drive 
Scottsdale,  Arizona 


SURGERY 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 
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Classified 


Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


Classified 


PHYSICIANS  WANTED.  Positions  available  July 
1,  1964  for  well  qualified,  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  M.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona. 


Internist,  age  32,  Military  Obligation  served. 

Completing  Training  June  1965. 
Interested  in  relocating  in  Phoenix  or  Tucson. 

REPLY: 

Box  64-6,  P.  O.  Box  128,  Scottsdale,  Arizona 


Doctor^S  Paradise  — Pine,  Arizona,  needs  a 
doctor.  Public  utilities  report  800  meter  readings 
in  area.  New  roads  completely  paved  — short 
cut  to  Phoenix  from  Highway  66.  Colonial  type 
two  story,  three  bedroom,  modern  facilities  on 
main  thoroughfare. 

CALL:  Allan  Jeffryes  Realty 
Clint  Johnson,  Agent  — AL  2-6736 
Ellen  Sturgin,  Agent  — 946-7225 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


TUCSON,  ARIZONA,  LARGE  THRIVING  GENERAL 
PRACTICE  FOR  SALE.  Fully  equipped  office  and 
laboratory  — no  X-ray,  7 treatment  rooms,  re- 
frigerated air  conditioning.  NO  INVESTMENT. 
Buy  practice  and  equipment  from  earnings.  Will 
introduce. 

Contact:  M.  M.  Mandel,  M.D. 

5667  E.  22nd  Street 
Tucson,  Arizona 


REGISTERED  NURSE  will  care  for  an  elderly  per- 
son in  a lovely  Northeast  Phoenix  home.  Air  con- 
ditioned, private  room  and  bath.  Credentials  upon 
request.  Contact:  Box  64-7,  P.O.  Box  1 28,  Scotts- 
dale, Arizona. 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors.  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


BURNS,  TRAUMA  AND  ATHLETIC 
MEDICINE  PRESENTED  BY  ELEVEN 
OUTSTANDING  SPEAKERS 

PLAN  TO  ATTEND 

PIONEER  INTERNATIONAL  HOTEL 

APRIL  28 -MAY  1,  1965 
TUCSON,  ARIZONA 
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Silver  Maple 

(Acer  saccharinura) 

Distress  for  Allergic  Patients 


Kapseals® 


© 


(diphenhydramine  hydrochloride) 

PARKE -DAVIS 


To  Combat  Symptoms  of  Tree-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistaminic —■ 
relieves  sneezing,  nasal  congestion,  itching,  and  lacrima- 
tion.  Tntwpfl^modic— relieves  bronchial  and  gastrointes- 
tinal spasm.  Precautions:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  knowm,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response  while  using  this 
product.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with 
BENADRYL,  should  be  prescribed  wdth  caution  because 
of  possible  additive  effect.  Diphenhydramine  has  an 


atropine-like  action  which  should  be  considered  when 
prescribing  BEN.VDRYL.  Side  Effects:  Side  reac  tions,  com- 
monly associated  with  antihistaminic  therapy  and  gener- 
ally mild,  may  affect  the  nercous,  gastrointestinal,  and 
cardio^'ascular  systems.  Most  frequent  reactions  are  drowsi- 
ness, dizziness,  dryness  of  the  mouth,  nausea,  and  nervou.s- 
ness.  BENADRYI.  is  available  in  .several  forms  including 
Kapseals  containing  50  mg. 

The  pink  capsule  with  the 
white  band  is  a trademark  of 


PARKE-DAVIS 


Parke,  Davis  & Company.  72455  PARKe.oAvisi  company  dh:oh 
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H W.&D.  BRAND  OF  LUTUTRIN 

3000  UNir  TABLETS 


The  years  have  proved  the  wisdom 
of  reserving  the  term  “uterine  relaxing 
factor’’  for  Lutrexin  (Lututrin). 


(!) 


Many  clinicians  have  found  Lutrexin 
(Lututrin)  to  be  the  drug  of  choice  in 
controlling  abnormal  uterine  activity — 
with  no  reported  side  effects,  even  when 
massive  doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


RSEMENT  HEREOF  BY'PAYEE  ACKNOWLEDGES  PAYMENT 
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WRENCH  ? 


Not  exactly.  But  it  is  a tool.  Improperly  cared  for  tools  rust. 
And  depreciate. 

Are  you  building  an  equity  in  your  purchased  automobile, 
or  buying  it? 

Examine  that  last  sentence.  Give  it  a complete  "physical." 


LET'S  TALK 


JACK  REEDS  AUTO 
AND  TRUCK  LEASING,  INC 

5384  Grand  Ave.  Glendale 

939-1455  939-1459 


CHRYSLER 
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at  Merck  Sharp  & Dohme... 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

#^MERCK  SHARP  & DOHME  Division  of  Merck  & Co..  Inc..  West  Point.  Pii, 

Where  today's  theory  is  tomorrow’s  therapy 
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Age  12-13— not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.’"^  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.’"* 

Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”^'  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement."' 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  Vh 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.:  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  "pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T. : Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis;  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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Dcated  in  the  heart  oi  the  beautiful  Phoenix  citrus  area  near  picturesque 

Canielback  Nlountain,  tliis  hospital  is  dedicated  exclusnelv  to  the 
treatment  ot  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

•V  Spacious,  year  round  outdoor  recreation  area 
■v^  Heated  swimming  pool 

^ Modern,  comtortable  rooms 


• Open  medical  stafF  . 91  bed  capacity 

• Ratio  of  more  than  one  registered  staid  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of : 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

• Approved  by; 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th  Street 
AMherst  4-4111 
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PUBLIC  RELATIONS  COMMITTEE 

Meeting  of  the  Public  Relations  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  in  its  Central 
Offices,  Suite  201,  Safari  Building,  4601  North  Scotts- 
dale Road,  Scottsdale,  Arizona,  Saturday,  February  27, 
1965,  convened  at  2:25  p.m.,  Paul  B.  Jarrett,  M.D., 
Chairman,  presiding. 

ROLL  CALL 

Present: 

Drs.  Brewer,  Mb  Albert,  President;  Dudley,  Jr.,  Ar- 
thur  V.;  Finke,  Howard  W.;  Henderson,  Charles  E.,  Sec- 
retary; Jarrett,  Paul  B.,  Chairman;  Keppel,  J.  Edwin. 
Staff: 

Carpenter,  Robert,  Executive  Secretary;  Robinson, 
Bruce  E.,  Assistant  Executive  Secretary. 

Guests: 

Dr.  Smith,  David  D.,  representing  C.  Herbert  Fredell, 
M.D.;  Mr.  Whaley,  Dallas  F.,  AMA  Field  Representa- 
tive; Mesdames:  Enfield,  George  S.,  By-Laws  Chairman, 
MCMS  WA;  Johns,  Richard  B.,  President,  Woman’s 
Auxiliary;  Johnson,  Clare  \Vh,  Director,  WA  - ArMA; 
Timmons,  Richard  P.,  Legislation  Chairman,  WA-ArMA 
& MCMS. 

Excused: 

Drs.  Fredell,  C.  Herbert;  Holsey,  William  F.;  Horan, 
Robert  V.;  Linkner,  Laurence  M.;  Drs.  Lyle,  William 
H.;  McKinley,  Jr.,  William  M.;  OTIare,  James  E.,  Presi- 
dent-elect; Tuveson,  Leo  L. 

MINUTES 

Minutes  of  the  meeting  of  the  Public  Relations  Com- 
mittee held  September  13,  1964,  approved. 

ELDERCARE  PROGRAM 

Dr.  Jarrett  called  the  meeting  to  order,  introduced  the 
guests,  and  stated  that  this  emergency  meeting  was 
called  to  acquaint  the  membership  of  developments  in 
Whishington  as  regards  the  Medicare  bills,  H.  R.  1 and  S. 

1 (King-Anderson),  introduced  on  the  first  day  of  tlie 
convening  of  the  89th  Congress;  and  further,  to  report 
on  the  Eldercare  bills,  H.  R.  3727  and  H.  R.  3728  (Her- 
long-Curtis),  supported  by  AMA.  As  is  known,  the 
former  provides  a hospital  and  nursing  home  insurance 
program  for  the  aged  under  Social  Security;  the  latter 
providing  similar  care  but  including  irhysicians  and  sur- 
geons services  and  drugs  for  those  in  “need,”  65  years 
of  age  and  over  without  payroll  deductions  financed  by 
federal  state  funds  through  an  existing  program  (Kerr- 
Mills),  at  less  cost  to  the  taxpayers.  The  Eldercare 
Program  is  truly  an  insurance  program  to  be  contracted 
for  and  through  Blue  Cross-Blue  Shield  or  other  com- 
mercial insurance  carriers,  made  available  in  whole  or  in 
part  to  those  senior  citizens  actually  in  need. 

The  AMA  program  is  a simple  one  following,  in  the 
main,  previous  activity  associate  with  the  “Operation 
Hometown”  excepting  that  it  must  be  appreciably 
stepped  up  to  be  effective  by  the  March  15th  deadline, 
the  date  fixed  by  the  Cosgress  to  commence  floor  debate 
in  the  House.  The  educational  program  will  utilize 
newspaper  advertising,  both  TV  and  radio,  and  an  un- 
precedented large  volume  of  letter  writing  to  Congress- 
men. Speakers  Bureaus  will  operate  with  increased 
momentum  to  the  fullest  extent  of  their  effectiveness. 
Pamphlet  distribution  activity  has  gone  forth  with  ac- 
celerated speed.  Every  county  distribution  center  has 


been  supplied  with  a quanaity  of  pamphlets  and,  with 
tlie  lielp  of  the  Woman’s  Auxiliary,  supplies  should  be  in 
the  hands  of  every  doctor  presently.  Details  of  the  pro- 
gram, together  with  activity  assignments,  were  outlined 
utilizing  all  available  facets  and  facilities. 

Mr.  Whaley  reviewed  develoimients  on  the  national 
level  commencing  with  the  Clinical  Session  in  Miami, 
December  last,  through  two  briefing  sessions  in  Chicago 
during  December  and  January,  culminating  in  the  in- 
troduction of  H.  B.  3727  and  a Special  Meeting  of  the 
House  of  Delegates,  likewise  held  in  Chicago  in  early 
febrnary.  Tlie  forces  of  medicine  are  united  in  this 
campaign. 

Mrs.  Timmons,  State  Legislative  Chairman  of  the 
V^'oman  s Auxiliary,  reviewed  both  the  state  and  county 
Auxiliary  programs  already  activated  and  in  progress. 

Considerable  discussion  ensued.  Action  of  tlie  Board 
of  Directors  February  14tli,  reported.  Activities  of  other 
state  associations  reviewed. 

The  Committee  recommends  that  the  Woman’s  Auxili- 
ary program  outlined  be  carried  out  throughout  the 
State  in  all  of  its  organized  components  and  that  each 
such  society  be  so  informed  through  Mrs.  Clare  W. 
Johnson. 

It  was  agreed  that  Dr.  Finke  communicate  with  Dr. 
Robert  V.  Horan  by  telephone  and  that  this  be  followed 
up  by  a letter  urging  Gila  County  Medical  Society,  pos- 
sibly with  the  assistance  of  its  Woman’s  Auxiliary  to 
undertake  a program  to  contact  Representative  George 
F.  Senner,  Jr.,  and  endeavor  to  have  him  support  the 
Eldercare  Bill. 

It  was  further  recommended  that  possibly  both  Dr. 
William  B.  Steen  and  Dr.  Lindsay  E.  Beaton  contact 
Representative  Morris  K.  Udall  with  similar  objective, 
prevailing  upon  him  to  likewise  support  the  Eldercare 
Bill. 

It  was  regularly  moved  and  unanimously  carried  that 
we  hire  a professional  i>ublic  relations  and  advertising 
firm  to  guide  and  counsel  the  Committee. 

PUBLIC  RELATIONS  PROGRAM 

Considerable  discussion  ensued  as  regards  the  lack 
of  a long-range  public  relations  program,  possibly  the 
result  of  the  customary  change  of  the  Committee  chair- 
man each  year.  Thought  was  given  to  the  advisability 
of  employing  a public  relations  firm  on  a retainership 
basis. 

It  was  regularly  moved  and  unanimously  carried  that 
tlie  Public  Relations  Committee  recommend  to  the  Board 
of  Directors  that  it  consider  more  or  less  a permanent 
chairman  to  liead  this  Committee;  and  that  it  consider 
employment,  from  year  to  year,  a public  relations  firm 
for  counsel. 

SPEECH  TRAINING 
SERVICE  PROGRAM 

Dr.  Jarrett  alerted  the  Committee  to  tlie  Speech  Train- 
ing Service  Program  being  sponsored  by  tlris  Association 
witli  tlie  cooperation  and  assistance  of  SKF  Laboratories. 
The  meeting  is  scheduled  to  be  held  M’ednesday,  May 
19,  1965  at  the  Convention  Center  of  the  Safari  Hotel, 
Scottsdale,  Arizona.  It  is  a program  designed  to  liclp 
professional  organizations  in  tlie  health  field  to  form 
effective  public  speaking  and  public  relations  programs. 
Members  of  the  Association  interested  and  those-  of  its 
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Woman’s  Auxiliary  are  invited  and  urged  to  attend.  SKF 
will  provide  a training  team  led  by  a professional  speech 
instructor  with  extensive  academic  and  business  teach- 
ing e.xperience.  Other  members  of  the  team  include  a 
specialist  in  the  management  and  administration  of  a 
nationwide  speakers  program  in  addition  to  experienced 
members  of  the  SKF  Speakers  Bureau.  It  is  anticipated 
this  will  be  an  outstanding  program,  a one  day  session, 
and  each  member  of  this  Committee  is  urged  to  promote 
attendance  within  the  respective  societies. 

Meeting  adjourned  at  4:20  p.m. 

Charles  E.  Henderson,  M.D. 

Secretary 


If  you  have 
money  to 
invest. •• 


24-HOUR  AMBULANCE  SERVICE  • AL  4-4111 


MOTOR  AND  AIR 

A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave..  Phoenix 


Your  Partner 


SKILLED  CARE 
NURSING  HOME 


4202  N.  20TH  AVE.  • PHOENIX,  ARIZONA 
ONE  BLOCK  NORTH  OF  INDIAN  SCHOOL  RD. 
A Park  Central  Enterprise 


investigate  the  advantages  of  an 
investment  management  account 
handled  by  First  National  Bank  in  the 
form  of  a trust. 

Objective,  flexible  planning  by  the 
investment  management  service  of  First 
National  Bank’s  Trust  Department  can 
provide  you  with  all  these  benefits  of 
a trust: 

★ Continuous  professional  manage- 
ment. 

★ Possible  estate  tax  savings. 

★ Possible  income  tax  savings. 

★ Uninterrupted  continuation  of 
trust  in  event  of  death. 

it  Protection  of  the  estate  assets  for 
your  beneficiaries. 

Make  First  National  Bank’s  Trust 
Department  staff  of  Estate  Manage- 
ment specialists  your  “Financial 
Watchdogs.” 


NAXIONAL 

BANK 

OF  ARIZONA 

Complete  Trust  Services  Statewide' 

In  Tucson  call  Mr.  William  Coerver,  622-3686 
In  Yuma  call  Mr.  Robert  Oakley,  SU  2-4331 
In  Phoenix  call  Mr.  David  G.  Davies,  271-6000 

or  contact  your  nearest  First  National  Bank  office 
manager  and  arrange  for  an  appointment. 
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K.  A.  Tyma— Phoenix 


R.  C.  Hardt— Tucson 


“We’re  puzzled’’*... 


• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
. . . why  some  use  nonbrand  thyroids  or  write  "'thyroid  U.S.P.” 

. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS; 

Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin) 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I n 

I Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  | 
j tablets  offered  on  your  new  continuous  Physicians  Personal  | 

1 Use  Program.  I 

I I 

I M.D.  I 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


CITY  STATE  ZIP  CODE 

I % gr.  'A  gr.  1 gr.  2 gr.  3 gr.  5 gr.  I 

I Please  circle  potency  requested.  ^ 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  In  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Millown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


Wallace  Laboratories  / Cranhury,  N.J. 


CM.4C04 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINLa 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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Provides  balanced 
nutritional  values 


® Fibre-free  HYPOALLERGENIC  formula. 

(§)An  excellent  formula  for  regular 
infant  feeding. 

@ An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 


SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 


onta^ 


Medical  Products  Division 

RIVERSIDE,  CALIFORNIA  • MT.  VERNON.  OHIO 
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Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works;  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


500298 


ORIGINAL  ARTICLES 


Arthur  R.  Nelson,  M.D. 


Management  of  Acute  Chest  Injuries 


The  mysteries  of  thoracic  trauma  and  the  hotly 
debated  methods  of  treatment  are  like  so 
many  other  things  in  medicine,  ages  old.  Al- 
though thoracic  surgery  as  a specialty  is  just 
over  forty  years  old,  we  find  some  highly  amus- 
ing and  instructive  treatises  on  chest  trauma  that 
go  back  to  the  days  of  the  ancient  Greeks.  In 
Homer’s  Iliad,  we  find  Idomeneus,  the  king  of 
Crete,  slaying  Alcathous: 

“Idomeneus  speared  him  in  midmost  breast, 
and  cleft  the  coat 

Of  bronze  about  him;  it  had  always  kept 
Death  off  from  him  before,  and  now  it  rang 
Drily  as  it  was  split  around  the  spear 
Clanging  he  fell;  the  spear  transfixed  his 
heart, 

Which  went  on  throbbing  still,  and  shook 
the  butt 

Til  heavy  Ares  stopped  it  there  at  last.” 

In  the  thirteenth  century,  Rolando  of  Parma 
told  of  excising  a gangrenous  segment  of  exti'ud- 
ed  lung  from  a grievous  wound  in  the  chest  of 
a six-year-old  boy.  The  lad  subsequently  recov- 
ered, and  went  on  to  join  his  master  in  a crusade 
to  the  Holy  Land.  An  amusing  bit  has  been 
recorded  by  Theodoric,  a Dominican  monk,  who 


926  East  McDowell  Road,  Phoenix,  Arizona 


described  the  virtues  of  a thirteenth  century 
surgeon  named  Ugo  of  the  Borgognoni,  to  wit: 
“It  does  not  trouble  me  to  write  down 
at  the  end  of  this  chapter  certain  em- 
pirical experiments,  although  they  have 
not  been  tested  by  me,  experiments 
which  I know  certain  experienced  men 
swear  by.  Therefore,  for  the  purpose 
of  drawing  an  arrow,  let  there  be  said 
thrice  on  bended  knee,  the  Lord’s 
Prayer,  which  is  the  Paternoster,  and 
when  these  have  been  said,  let  the  ar- 
row be  grasped  with  both  hands,  joined 
as  they  are,  and  let  be  said  ‘Nicodemus 
drew  out  the  nails  from  our  Lord’s 
hands  and  feet’,  and  so  let  this  arrow 
be  drawn  out,  and  it  will  come  out 
forthwith.” 

In  1415,  at  the  Battle  of  Agincourt,  gunpowder 
was  first  used  in  the  western  world,  and  with 
it,  further  problems  for  the  budding  chest  sur- 
geons of  that  day.  Heironymus  Brunschwig  of 
Strasbourg  was  the  first  of  these  to  describe 
“wounds  shot  with  a gonne”,  and  strongly  be- 
lieved that  the  severe  damage  to  the  tissues  was 
due  to  “the  venym  of  the  powder.”  These  embry- 
onic surgeons  argued  long  about  the  best  com- 
binations of  vinous  spirits;  honey  and  river 
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water,  powdered  opium,  and  open  or  closed 
treatments  of  the  penetrating  wounds  of  the 
chest.  In  the  15th  century  there  were  two  distinct 
schools  of  thought  about  the  open  wound  of 
the  thorax;  whether  to  close  it  per  primam  after 
appropriate  “abradantur”  or  debridement,  or  to 
tent  the  wound  and  allow  all  fluid  and  blood 
to  drain  out  the  injured  side.  In  some  instances 
this  decision  was  based  on  whether  or  not  the 
escaping  air  from  the  wound  was  vigorous 
enough  to  blow  out  a candle  held  at  the  leaking 
site.  The  chronic  empyema  cavities  so  produced 
were  then  subjected  to  many  modes  of  cautery, 
bistoury,  irrigations  and  aggravations.  The  re- 
sults were  horrible,  but  perhaps  not  as  bad  as 
they  might  have  been. 

Time  wore  on  and  surgeons  became  more 
adept.  During  the  Napoleonic  Wars,  Baron  Dom- 
inic Larrey  devised  the  first  system  of  triage 
and  evacuation  of  the  front  line  wounded.  His 
writings  contain  much  about  the  inadvisability  of 
using  good  horses  to  haul  a chest  injured  soldier, 
if  his  wound  were  larger  than  the  size  of  his  glot- 
tis. He  did  describe  the  necessity  for  laying  the 
chest  wounded  on  his  side,  draining  the  hemo- 
thorax to  the  ground,  and  avoiding  the  ill  effects 
of  compressing  the  good  lung  with  bad  blood 
from  the  wounded  lung.  Not  a bad  bit  of  advice 
to  follow  today. 

During  the  Civil  War  came  the  “hypnosis  of 
the  foreign  body,”  where  much  damage  was  done 
in  fruitless  probing.  With  Crawford  Long’s  de- 
velopment of  ether  anesthesia  in  1842,  and  the 
institution  of  endotracheal  insufflation  by  Meltz- 
er  and  Auer  in  1909,  things  began  to  move  with 
rapidity  toward  what  is  known  as  the  modern 
concept  of  thoracic  wound  control.  Perhaps  the 
most  dramatic  indication  of  the  last  fifty  years’ 
progress  is  seen  in  the  mortality  statistics  of  the 
three  great  wars  of  our  time.  In  World  War  1 
24%  of  all  thoracic  wounds  died;  in  World  War 
II,  only  9%;  and,  in  the  recent  Korean  Conflict, 
there  was  an  amazingly  low  mortality  of  just  5%. 

An  attempt  to  cover  all  aspects  of  chest 
trauma  in  a single  paper  would  be  most  pre- 
sumptuous, but  if  some  basic  principles  of  care 
can  be  stated,  and  some  of  the  mystique  remov- 
ed, this  may  be  adequate  for  current  purposes. 
We  speak  of  mystique  with  sincerity,  for  there 
seems  to  be,  to  the  uninitiated,  a very  real  reti- 
cence, a sense  of  mystery  about  wounds  of  the 
chest  that  may  well  spell  disaster  to  the  acutely 


injured  patient  incapable  of  early  transfer  to 
the  chest  surgeon.  Perhaps  this  mysteriousness 
stems  from  too  many  erudite  diagrams  of  pres- 
sures, oxygen  tension  curves,  egressing  and  in- 
gressing  ambient  air,  shifting  mediastina,  and 
so  forth.  There  really  is  no  mystery,  and  the 
emergency  care  of  the  chest  injured  can  be 
summed  up  very  simply.  The  necessary  steps  to 
be  taken  can  also  be  done  very  simply  by  anyone 
with  the  barest  of  equipment. 

In  essence,  thoracic  wounds  require  thinking 
about  a very  few  essentials:  1)  restoration  of  an 
airway;  2)  production  of  adequate  total  ventila- 
tion; 3)  simple  immobilization  of  flapping  or 
flailing  parts.  Any  and  all  of  these  can  be  done 
with  syringes,  needles,  dressings,  and  a few 
clamps.  The  simplest  rules  are  to  get  the  air 
and  blood  out  of  the  chest,  stabilize  the  chest 
wall,  cover  the  whistling  holes,  and  make  sure 
the  patient  can  get  air  in  and  cough  secretions 
out.  I can  think  of  no  problem  in  thoracic  trauma 
that  does  not  fall  into  these  simple  categories. 
Positive  pressure  oxygen,  blood  transfusion,  anti- 
biotics, handsome  and  expensive  suction  mach- 
ines and  respirators  are  all  valuable  bits  of 
armentarium,  but  do  not  relate  to  necessary 
emergent  care  of  even  the  most  seriously  in- 
jured. Open  thoracotomy  can  be  delayed  almost 
indefinitely  if  the  above  problems  are  under 
control,  save  for  a very  few  special  circumstances 
where  immediate  operative  control  of  massive 
intrathoracic  hemorrhage  is  necessary. 

Classically,  thoracic  trauma  has  been  classified 
into  blunt  and  penetrating.  This  will  serve  our 
present  purposes,  but  digressions  are  obvious 
in  civilian  and  military  practice,  where  combined 
injuries  are  frequent. 

Simple  fracture  of  a rib  or  ribs  is  probably  i 
the  commonest  formi  of  chest  injury.  It  may  be  ! 
the  commonest  but  is  quite  often  the  most  dis-  i 
abling.  The  pain  resultant  is  often  severe,  and 
disability  prolonged  unless  adequate  early  steps  j 
are  taken  to  support  the  patient.  A simple  single  j 
fracture,  or  perhaps  of  two  or  three  ribs,  is  best  [ 
handled  by  injection  of  the  intercostal  nerves 
with  xylocaine,  repeated  two  or  three  times  in  | 
the  first  48  hours,  and  a rib  belt  if  the  patient  | 
is  not  too  obese  or  too  bosomy.  Taping  of  the 
chest  wall  has  had  long  adherence,  but  the  I 
over-adherence  of  tape  to  skin  and  subsequent  1 
blistering  would  suggest  that  this  method  is  t 
archaic,  except  when  necessary  because  of  the  i 
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Figure  1 and  Figure  2 


The  first  radiograph  shows  extensive  bilateral  rib  fraetures  without  evidence  of  penumathorax  or  hemothorax. 
Very  little  respiratory  difficulty  after  the  acute  gastric  dilatation  was  reduced. 

Figure  2 shows  extensive  right  sided  fractures  with  complicating  penumothorax.  This  patient  required  emergen- 
cy tracheostomy  and  fixation  of  a severe  flail  . 


lack  of  other  equipment.  We  often  will  treat 
the  multiple  fractured  rib  without  any  supporting 
strapping  whatsoever,  simply  using  repeated 
nerve  blocks  to  secure  comfort.  Obviously  an 
associated  pneumothorax  should  be  treated  by 
aspiration  or  catheter  trocar  thoracotomy. 

The  multiple  rib  fracture  can  be  a different 
story  entirely.  (Fig.  1-Fig.  2).  Here  the  patient 
may  be  severely  injured,  dyspneic  and  gathering 
troubles  in  a cumulative  fashion.  His  chest  is 
flailing  with  its  concomitant  loss  of  bellows  ac- 
tion, he  cannot  effectively  cough,  so  his  lung  fills 
rapidly  with  secretion,  he  may  or  may  not  be 
leaking  blood  and  air  into  his  pleural  space  and 
subcutaneous  tissues,  and  he  ean  rapidly  become 
a perfect  setup  for  progressive  respiratory  fail- 
ure. We  return  to  the  essentials  mentioned 
above:  restoration  of  an  airway  ...  do  a traehe- 
ostomy;  production  of  adequate  total  ventilation 
. . . aspirate  the  chest  of  free  air  and  blood,  and 
if  reforming,  insert  a water  seal  drainage  system 
(about  which  more  later);  stabilize  the  flailing 
parts  . . . insert  a large  towel  clip  into  the  heavy 
anterior  pectoral  muscles,  or  if  thin  enough, 
about  the  rib,  and  attach  a rubber  i.v.  tubing 


to  the  clamp  and  stretch  it  to  a makeshift  frame 
above  the  patient.  These  peop>le,  as  are  most 
thoracic  injuries,  are  more  comfortable  if  placed 
in  Fowler’s  position  as  soon  as  shock  is  con- 
trolled. Both  ventilatory  and  cardiac  efficiency 
is  much  improved  by  this  semi-upright  posture 
than  in  the  totally  recumbent. 

True  flail  chest  is  seen  only  in  multiple  rib 
fractures  and  in  operative  types  of  wounds  where 
rib  cage  instability  has  been  produced  by  thora- 
coplasty or  a similar  procedure.  It  is  easily  recog- 
nized. The  flailing  portions  of  the  ehest  will  not 
expand  with  inspiration,  but  will  in  fact,  mo\'e 
toward  the  lung.  The  mechanics  of  respiration 
are  severely  inhibited  with  depression  of  tidal 
volume,  the  development  of  a shifting  mediasti- 
num, partial  loss  of  opposite  lung  function,  and 
a spiraling  progression  of  events  leads  to  serious 
respiratory  diffieulty.  The  towel  clip  maneuver 
does  an  effective  job  of  stopping  these  dele- 
terious events. 

Sternal  fractures  are  rare  birds,  and  mention 
is  made  of  them  only  for  the  sake  of  complete- 
ness. Most  sternal  fractures  occur  at  the  junction 
of  the  manubrium  and  body,  with  the  body  being 
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Figure  3 

Severe  crush  injury  to  the  chest  in  a bulldozer  accident. 
Note  the  left  trocar  thoracotomy  tube  aspirating  a small 
penumothorax,  tracheostomy  with  iDOsitive  pressure 
breathing,  nasogastric  suction  to  reduce  a common  com- 
plication of  gastric  dilatation.  The  hemorrhage  from  the 
right  ear  is  not  related  to  skull  fracture,  but  is  simply 
capillary  rupture  in  the  canal  from  high  venous  pressure. 
Note  the  dusky  face  and  neck. 


displaced  anterioily  to  the  nianubrial  fragment. 
They  are  usually  (juite  easily  reduced  by  placing 
the  patient  in  severe  thoracic  and  cervical  hyper- 
extension, and  applying  firm  pressure  to  the 
lower  fragment.  Pressure  pads  over  the  fracture 
site  with  shoulder  cross  straps  for  a period  of 
three  weeks  is  sufficient.  Actually,  no  reduction 
of  these  fractures  is  really  necessary  from  a func- 
tional standpoint,  the  cancellous  bone  of  the 
sternum  healing  well  in  most  any  position,  with 
only  minimal  deformity. 

Crush  injuries,  so  called,  are  interesting  types 
of  wounds.  (Fig.  3).  This  is  the  classic  situation 
where  an  automobile,  horse,  tractor  or  other 
massive  object  has  fallen  on  the  patient,  striking 
his  anterior  chest.  Strangely  enough,  many  of 
these  people  will  show  no  evidence  of  rib  or 
sternal  fracture  whatsoever,  but  will  be  dramat- 
ically cyanotic  about  the  head,  neck  and  anterior 
chest,  exquisitely  dyspneic,  frequently  semi- 
comatose,  and  show  a rather  horrifying  conjunc- 
tival suggulation.  They  will  usually  have  severe 
neck  and  facial  edema.  A fast  tracheostomy 
should  be  done  immediately,  followed  by  posi- 
tive pressure  oxygen  as  soon  as  it  becomes 
available.  The  rapid  development  of  pulmonary 
edema  admixed  with  intra-alveolar  hemorrhage 
is  frequently  averted  by  positive  pressure.  The 
mechanics  of  the  injury  are  self-evident  . . . 


extreme  venous  back-pressure  throughout  the 
superior  caval,  innominate-jugular  systems,  with 
suffusion  of  the  head,  cerebral  and  facial  edema 
with  capillary  rupture,  cerebral  anorexia,  and 
of  course,  the  direct  consequences  of  the  crush 
to  the  intrathoracic  contents  themselves.  Aledias- 
tinal  hemorrhage,  even  aortic  rupture  can  occur, 
but  seldom  does.  Residual  subconjunctival  hem- 
orrhage several  days  after  the  accident  is  fright- 
ening to  observe,  but  of  no  real  consequence.  In 
this  injury,  and  in  the  more  frequent  steering 
wheel  type  crush,  myocardial  contusion  should 
be  carefully  searched  for,  and  electrocardio- 
graphic evidences  of  myocardial  damage  will 
often  be  seeen.  These  only  rarely  are  permanent, 
and  seldom  produce  immediate  cardiac  prob- 
lems, but  the  medico-legal  significance  of  their 
recognition  and  documentation  is  self-evident. 

Before  proceeding  to  open  or  penetrating 
wounds  of  the  chest,  it  might  be  worthwhile  to 
mention  several  other  types  of  closed  injury.  One 
of  these  is  spontaneous  pneumothorax,  not  a 
true  injury  as  such,  but  a very  common,  and 
often  mishandled  type  of  lesion.  The  sudden 
collapse  of  a lung  is  an  emergent  situation  to  the 
patient,  usually  well  tolerated  in  the  young,  but 
sometimes  disastrous  in  the  elderly  or  in  one 
with  limited  respiratory  reserves.  Early  re-expan- 
sion  of  that  lung  is  imperative  unless  the  pneu- 
mothorax is  quite  minimal,  and  by  that  I mean 
less  than  1.5%.  It  is  not  purely  a matter  of  reliev- 
ing the  dyspnea,  but  a neglected,  partially  col- 
lapsed lung  will  form  a visceral  “peel”  or  fibrin 


Esophagogram  using  oily  substance  demonstrating  entry 
of  contrast  medium  into  the  left  chest  (right  half  of  pic- 
ture) in  an  acutely  ruptured  esophagus. 


356 


Arizona  Medicine 


Figure  5 and  Figure  6 


The  differential  roetgenological  findings,  in  exclusive  subcutaneous  emphysema  (crush  injury  without  fracture),  and 
mediastinal  emphysema  with  the  double  shadow  along  the  left  cardiac  and  mediastinal  border  (spontaneous  medias- 
tinal emphysema). 


coat  that  makes  subsecjuent  re-expansion  more 
difficult,  and  can  result  in  the  so-called  “trapped 
lung”  which  will  require  open  thoracotomy  and 
formal  decortication.  In  general  then,  it  is  much 
the  wiser  course  to  make  vigorous  moves  to  get 
the  lung  expanded  and  a pleural  seal  created.  In 
most  younger  folks  this  is  easily  done  by  simple 
trocar  thoracotomy  and  insertion  of  a water  seal 
drainage  system.  Suction  to  this  system  is  help- 
ful, but  not  absolutely  necessary  unless  the  pneu- 
mothorax has  occurred  in  an  extremely  emphyse- 
matous person,  one  with  a large  emphyse- 
matous bleb,  or  is  the  result  of  a sizable  trau- 
matic tear  in  the  lung  . . . these  latter  situations 
will  not  readily  re-expand  without  the  aid  of  a 
suction  device.  If  one  is  unfamiliar  with  the 
trocar  technique,  a very  effective  and  simple 
method  is  to  insert  a large  gauge  needle  into  the 
second  interspace  anteriorly,  pass  a polyethylene 
catheter  through  the  needle  into  the  pneumo- 
thorax space,  and  attach  that  plastic  catheter  to 
a simple  water  seal  bottle.  The  relief  is 
dramatic. 

Recurring  and  repetitive  pneumothoraces  are, 
of  course,  a real  problem.  It  has  been  estimated 
that  40%  of  the  individuals  who  have  one  penu- 


mothorax  will  have  subsequent  such  episodes. 
We  feel  that  an  individual  who  has  had  three 
penumothoraces  should  be  subjected  to  thora- 
cotomy and  pleurectomy.  However,  if  an  indi- 
vidual who  has  debilitating  emphysema,  bullous 
change  in  the  lung,  or  is  suffering  coronary  artery 
insufficiency,  a single  pneumothorax  may  well 
make  him  a serious  candidate  for  consideration 
of  open  thoracotomy. 

Another  form  of  unusual  trauma  to  be  con- 
sidered is  spontaneous  rupture  of  the  esophagus. 
(Fig.  4)  Actually  most  ruptures  of  the  esophagus 
are  instrumental  in  nature,  following  foreign 
body  removal  or  instrumental  dilatation.  There 
is  a distinct  entity,  however,  of  spontaneous  rup- 
ture of  the  esophagus,  occurring  almost  invari- 
ably with  severe  vomiting.  The  ruptured  area  is 
most  commonly  in  the  lower  third,  just  above  the 
diaphragm,  and  on  the  left  side.  The  classic 
story  is  “the  morning  after”  vomiter  who  sudden- 
ly has  excruciating  epigastric  and  lower  left  chest 
pain  during  the  act  of  emesis,  and  rapidly  be- 
comes acutely  ill.  Examination  will  usually 
show  epigastric  rigidity  suggesting  a perforated 
idcer,  with  varying  signs  in  the  left  lower  chest. 
Tachypnea,  fever,  and  writhing  discomfort  is  the 
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Figure  7 

Persistent  left  chylothorax  in  a postoperative  patient 
who  had  undergone  transventricular  repair  of  a congeni- 
tal pulmonary  stenosis.  After  eighty  thoracenteses,  open 
repair  by  ligation  of  the  thoracic  duct  was  done. 


rule.  Agastrografin  or  lipiodol  esophagogram 
will  show  the  dye  entering  the  left  pleural  space. 
A common  error  is  to  suspect  the  diagnosis,  but 
then  put  standard  barium  into  the  esophagus, 
which  will  pass  undeterred  on  into  the  stomach, 
thereby  confusing  the  diagnosis  and  delaying 
urgent  therapy. 

Laryngeal  fractures  are  uncommon,  and  re- 
quire emergency  tracheostomy.  Occasionally 
one  will  encounter  a complete  sublaryngeal  tran- 
section of  the  trachea,  the  result  often  of  a fast 
trip  through  a windshield,  where  the  distal  seg- 
ment of  the  trachea  can  be  found  sitting  in  the 
suprasternal  notch  . . . your  tracheostomy  is 
ready  made.  Strangely  enough,  these  people 
seldmon  expire  from  respiratory  problems  des- 
pite the  severity  of  the  injury. 

Bronchial  rupture  from  blunt  trauma  is  again 
unusual,  but  should  be  suspect  whenever  there 
is  mediastinal  emphysema  apparent  by  palpation 
or  X-ray.  Subcutaneous  emphysema  is  quite 
common  with  simple  rib  fractures,  but  the  occur- 
rence of  mediastinal  air  in  a traumatic  situation 
should  lead  one  to  secure  an  endoscopist.  Early 
open  repair  is  not  always  necessary,  but  if  the 


endoscopic  demonstration  of  the  bronchial  tear 
indicates  a large  rent,  late  development  of  bron- 
chial stenosis  can  be  avoided  by  early  operation. 
(Fig.  5 - Fig.  6) 

Chylothorax  is  another  interest  event  that 
sometimes  follows  blunt  trauma,  but  again,  is 
more  commonly  the  result  of  direct  instrumental 
injury.  It  can  be  exasperatingly  persistent,  re- 
curring over  months,  but  a long  trial  of  repeated 
thoracenteses  should  be  attempted  before  open 
surgery,  as  the  great  majority  of  chylothoraces 
will  spontaneously  subside  if  aspirated  frequent- 
ly. The  nutritional  deficit  of  recurring  chylothor- 
ax with  protein  depletion  and  weight  loss,  may 
force  one’s  hand  into  earlier  surgery.  (Fig.  7) 

Diaphragmatic  injury  with  heavy  trauma, 
either  closed  or  open,  is  an  occasional  problem. 
The  tears  in  the  diaphragmatic  leaflets  are  al- 
most always  on  the  left  side,  presumably  because 
of  the  protecting  effect  of  the  large  right  lobe  of 
the  liver.  The  injury  is  often  missed  in  the  acute 
phase  of  injury  and  actually  rarely  produces  any 
severe  symptoms  until  later,  when  proper  studies 
can  be  carried  out.  (Fig.  8) 

The  second  great  class  of  chest  injuries,  those 
of  open  or  penetrating  wounds,  might  run  a wild 
gamut  of  description,  and  relate  of  course  to  the 
type  of  penetrating  instrument.  I think  there 
are  only  a few  points  again  to  be  made:  1)  urgent 
thoracotomy  is  almost  never  required;  2)  ade- 
quate evacuation  of  blood  and  air  will  keep  the 
patient  alive,  and  in  most  cases,  cure  him;  3) 


Figure  8 


Large  post-traumatic  diaphragmatic  hernia  undergoing 
repair.  The  instruments  are  seen  entering  the  abdominal 
cavity  from  the  thoracic  side.  A rounded  segment  of 
lung  is  seen  inferiorly.  The  repair  had  to  be  completed 
with  the  aid  of  a plastic  mesh. 
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airtight  dressings,  using  vaseline  gauze  or  a close 
relative,  will  take  care  of  even  the  large  sucking 
wounds.  Except  for  the  most  severe  types  of 
intrathoracic  injury,  the  simple  techniques  of  re- 
peated thoracenteses,  the  insertion  of  a simple 
type  of  water  seal  drainage,  and  the  use  of  in- 
telligent dressings  will  carry  over  a severely  in- 
jured patient  for  many  hours.  Gunshot  and 
stab  wounds  of  the  chest  should  not  be  routinely 
explored  unless  there  is  valid  evidence  of  contin- 
uing major  hemorrhage.  The  great  majority  will 
respond  beautifully  to  thoracentesis,  re-expan- 
sion of  the  lung  (itself,  a great  hemostat),  and 
appropriate  transfusion. 

Stab  wounds  of  the  heart  can  be  kept  alive 
almost  indefinitely  by  repeated  aspirations  of  the 
pericardial  sac.  At  the  Johns  Hopkins  Hospital 
it  has  been  the  rule  for  years  to  aspirate  peri- 
cardial tamponade  at  least  three  times  before 
considering  open  operation,  and  the  great  ma- 
jority of  these  patients  will  seal  off  completely 
with  one  or  two  aspirations,  often  of  only  75  to 


150  cc.  of  blood.  This  is  not  to  say  that  aspira- 
tion of  the  pericardium  should  be  undertaken 
lightly,  or  delayed  for  a minute  ...  it  should  be 
done  as  soon  as  the  signs  of  tamponade  are  pres- 
ent . . . but  is  a very  simple  and  lifesaving 
procedure. 

The  tone  of  this  paper  is  oviously  that  of  en- 
couraging the  man  on  the  scene  to  use  available 
simple  methods  to  secure  good  results  in  the 
severely  injured  chest.  Trocar  thoracotomy, 
tracheostomy,  tracheal  intubation,  chest  wall  fix- 
ation, and  its  assorted  procedures  should  not  for 
a moment  be  considered  as  “specialty”  opera- 
tions. They  are  useful  methods  that  anyone 
should  be  ready  to  use  when  needed,  and  will 
produce  a stable  situation  in  the  injured  patient 
who  can  then  be  transported  with  safety  to  more 
specialized  areas. 
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How  to  Insure  Patients'  Health  and  Solvency 

This  relationship  of  drug  manufacturers,  government,  and  individual  investi- 
gators is  a difficult  one.  I strongly  believe  that  all  of  us  must  want  to  make  it  a 
workable  and  fair  one.  It  is  time  the  FDA  quit  acting  as  policemen  too  ready 
to  hand  out  a ticket  and  for  manufacturers  to  be  on  their  guard  against  over- 
stepping reasonable  bounds  in  their  desire  to  promote  a product.  We  physicians 
should  make  every  effort  through  the  American  Medical  Association  and  the 
physiological,  clinical,  and  pharmacological  societies  to  express  considered 
points  of  view  and  help  keep  the  peace  as  well.  Our  patient’s  good  health  and 
his  solvency  are  at  stake.  — Irvine  H.  Page,  M.D.,  in  Modern  Medicine,  32:  25, 
(Dec.)  1964. 


May,  1965 


359 


Report  on  Arizona  Snakebites 


RIZONA  has  the  highest  average  snake- 
bite death  rate  per  million  people  of  any 
state  in  the  United  States/  The  highest 
snakebite  death  rates  are  found  in  Ari- 
zona (0.63),  Georgia  (0.60),  Florida  (0.54), 
Alabama  (0.45),  South  Carolina  (0.31)  and 
Texas  (0.27).  In  addition,  more  people  are 
bitten  by  poisonous  snakes  and  the  annual  inci- 
dence of  snakebite  accidents  is  higher  in  Arizona 
than  in  any  other  state  in  the  Mountain  Region 
of  the  United  States.  ShannoiT  has  described  the 
diagnosis  and  treatment  of  snake  venom  poison- 
ing in  Arizona.  However,  a detailed  study  of 
the  incidence  and  characteristics  of  snakebites 
in  Arizona  has  never  been  published.  It  seemed 
worthwhile,  therefore,  to  make  a statewide  sur- 
vey for  the  following  purposes:  (1)  to  define 
the  epidemiology  of  poisonous  snakebites  in 
Arizona;  (2)  to  relate  some  medical  findings 
associated  with  these  bites;  and  (3)  to  review 
briefly  current  concepts  of  snakebite  treatment. 


From  the  Department  of  Community  Health  and  Medical 
Practice  School  of  Medicine,  University  of  Missouri,  Columbia, 
Missouri. 

This  investigation  was  suirported  in  part  by  Public  Health 
Service  Research  Grant  GM  11268-02  from  the  Division  of 
General  Medical  Sciences,  Public  Health  Service. 


POISONOUS  SNAKES 

Eighteen  species  or  sub-species  of  poisonous 
snakes  are  indigenous  to  Arizona.  They  include 
the  Sonoran  coral  snake  (Micruroides  euryxan- 
thus)  and  17  species  or  sub-species  of  rattle- 
snakes. According  to  Klauber®  the  following 
rattlesnakes  are  found  in  Arizona:  the  western 
massasauga  (Sistrurus  catenatus  tergeminus);  the 
western  diamond  (Crotalus  atrox);  the  Mojave 
Desert  sidewinder  (Crotalus  cerastes  cerastes); 
the  Sonoran  Desert  sidewinder  (C.  cercobom- 
bus);  the  Colorado  Desert  sidewinder  (C.  c. 
laterorepens);  the  banded  rock  (C.  lepidus 
klauberi);  the  northern  blacktailed  (C.  mol- 
ossus  molossus);  the  south-western  speckled 
(C,  mitchelli  pyrrhus);  the  Arizona  twin- 
spotted  (C.  pricei  pricei);  the  Mojave  (C. 
scutulatus  scutulatus);  the  tiger  (C.  tigris); 
the  prairie  (C.  viridis  viridis);  the  Grand  Canyon 
(C.  V.  abyssus);  the  Arizona  black  (C.  v.  Cerber- 
us); the  Great  Basin  (C.  v.  lutosus);  the  Arizona 
prairie  (C.  v»  nuntius);  and  the  Arizona  ridge- 
nosed rattlesnake  (C.  willardi  willardi). 

Rattlesnakes  are  pit  vipers.  (Copperheads  and 
cottonmouth  moccasins  also  are  pit  vipers.)  They 


360 


Arizona  Medicine 


ORIGINAL  ARTICLES 


Henry  M.  Parrish,  M.D.,  Dr.  P.H. 


THE  AUTHOR  HAS  SUMMARIZED  THE  EXPERIENCE  OF  BITES  BY  POISONOUS  SNAKES 
IN  ARIZONA  FOR  THE  YEARS  1958  AND  1959  AS  REVEALED  BY  A SURVEY  OF  63 
HOSPITALS  AND  BY  A QUESTIONNAIRE  SENT  TO  A SELECTED  SAMPLE  OF  ARIZONA 
PHYSICIANS. 


are  so  named  because  of  a characteristic  pit 
which  is  located  between  the  eye  and  nostril 
on  each  side  of  the  body.  Pit  vipers  also  are 
identified  by  elliptical  pupils  and  by  two  well- 
developed  fangs  which  protrude  from  the  max- 
illae when  the  snake’s  mouth  is  opened.  Rattle- 
snakes have  rattles  which  are  attached  to  their 
tails.  Copperheads,  cottonmouth  moccasins  and 
harmless  snakes  do  not  have  rattles.  Harmless 
snakes  do  not  have  facial  pits,  they  have  round 
rather  elliptical  pupils,  and  while  they  have 
teeth,  they  lack  fangs. 

Oftentimes  people  will  chop  off  the  head  of 
a snake  which  has  bitten  someone  and  bring 
the  snake’s  body  in  for  identification.  Pit  vipers 
can  be  identified  by  turning  the  snake’s  belly 
upwards  and  noting  a single  row  of  snbcandal 
plates  just  below  the  anal  plate.  Harmless  snakes 
have  a double  row  of  subcaudal  plates.  Figure 
1 depicts  the  characteristic  features  of  pit  vipers 
and  harmless  snakes. 

The  coral  snake  is  a beautifully  colored  small 
snake  which  has  broad  rings  of  scarlet  and  black 
separated  by  narrow  rings  of  yellow  (or  cream). 
Its  head  is  small  and  it  has  a slender  body.  An 


easy  way  to  remember  this  is,  “red  next  to  yellow 
will  kill  a fellow.”  It  is  important  to  remember 
that  the  coral  snake’s  snout  is  always  black.  Sev- 
eral harmless  snakes  resemble  coral  snakes  but 
the  red  and  yellow  (cream)  rings  on  their  bodies 
are  separated  by  black  rings.  Coral  snakes  lack 
facial  pits. 

METHODS  OF  STUDY 

A questionnaire  and  letter  explaining  the  pur- 
pose of  this  study  were  mailed  to  a “selected” 
group  of  Arizona  hospitals  listed  in  Hospitals 
(Journal  of  the  American  Hospital  Association) 
Guide  Issue.  The  hospitals  selected  for  this  study 
were  general  hospitals,  children’s  hospitals  and 
college  infirmaries.  Army,  Navy,  Coast  Guard, 
Public  Health  Service,  Air  Force  and  Veterans 
Administration  hospitals  also  were  sent  question- 
naires. Maternity,  tuberculosis  and  mental  hos- 
pitals were  omitted  as  they  would  not  be  ex- 
pected to  treat  snakebite  victims.  A total  of  63 
Arizona  hospitals  comprise  the  study  group. 
Each  hospital  was  recpiested  to  report  all  in- 
patients admitted  to  the  hospital  for  snakebite 
treatment  during  1958  and  1959. 

Most  hospitals  do  not  code  and  tabulate  the 


May,  1965 


361 


CHARACTERISTICS  OF  SNAKES 


Poisonous 
(pit  vipers) 


Rattlesnakes 


A ■ I A Single  row  sub- 
Anal  plate  plates 


Rattles 


No  rattles 


Copperheads  & cottonmouths 


Figure  1.  Characteristic  Feahu-es  of  Poisonous  (Pit  Vipers)  and 
Harmless  Snakes. 


diagnoses  of  emergency  room  and  out-patient 
clinic  visits.  Since  some  snakebite  victims  are  not 
admitted  to  the  hospital  as  in-patients,  it  seemed 
essential  to  ask  a sample  of  practicing  physicians 
how  many  snakebite  victims  they  treated  on  both 
an  out-patient  (office,  home,  emergency  room, 
etc.)  and  on  an  in-patient  basis.  Previous  sur- 
veys^' ^ have  shown  that  most  people  with  ven- 
omous snakebites  are  treated  by  general  practi- 
tioners, surgeons,  internists,  pediatricians,  and 
orthopedic  surgeons.  Therefore,  a random 
sample  of  one-third  of  all  the  Arizona  physicians 
in  these  categories  of  practice  who  were  listed 
in  the  A.M.A.  American  Medical  Directory  were 
sent  questionnaires. 

Death  certificates  for  fatal  snakebite  cases 
were  obtained  from  the  Arizona  State  Depart- 
ment of  Health. 

RESULTS 

This  report  is  based  on  questionnaires  re- 
turned by  60  (95  per  cent)  of  63  Arizona  hospi- 
tals. It  is  supplemented  by  questionnaires  re- 


turned by  196  (81  per  cent)  of  243  practicing 
physicians  in  the  State.  The  Arizona  State  De- 
partment of  Health  indicated  that  there  was  one 
snakebite  death  during  1959  and  none  during 
1958. 

INCIDENCE 

Arizona  hospitals  reported  a total  of  58  in- 
patients treated  for  poisonous  snakebites  during 
1958  and  1959.  There  were  25  cases  in  1958  and 
33  cases  in  1959  — an  average  of  29  cases  per 
year.  Of  the  58  snakebites  reported  during  1958 
and  1959,  detailed  case  reports  were  received  for 
52  patients  and  only  numbers  of  bites  were  re- 
ported for  6 cases.  All  of  the  analyses  in  this 
paper,  excluding  the  estimate  of  incidence,  were 
based  on  the  52  detailed  case  reports  received 
from  hospitals. 

Physicians’  reports,  when  adjusted  to  account 
for  all  Arizona  physicians  in  the  practice  categor- 
ies mentioned,  indicated  that  approximately  72 
in-patients  and  30  out-patients  were  treated  for 
snakebite  accidents  each  year.  The  difference 
between  the  estimate  of  72  in-patients  treated  by 
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czjUNIDENTIFIED  snake  snakebite  case  reports 


I I COUNTIES  FROM  WHICH  HOSPITALS  AND 
PHYSICIANS  REPORTED  CASES. 

COUNTIES  FROM  WHICH  ONLY  PHYSICIANS 
REPORTED  CASES. 

Figure  2.  Geographical  Distribution  of  Poisonous  Snakebites  in 
Arizona,  1958  and  1959. 

physicians  and  the  average  of  29  in-patients  re- 
ported by  hospitals  can  be  explained,  in  part,  by 
the  following  facts:  (1)  three  Arizona  hospitals 
did  not  participate  in  the  study;  (2)  there  was 
evidence  of  under  reporting  snakebite  in-patients 
from  6 hospitals  which  participated  in  the  study; 
and  (3)  physicians  indicated  that  many  in- 
patients were  treated  in  small  clinics  and  hospi- 
tals not  listed  in  Hospitals  Guide  Issue.  Taking 
all  of  these  various  reports  into  consideration,  I 
estimate  that  approximately  102  (72  in-patients 
and  30  out-patients)  people  are  treated  annually 
for  poisonous  snakebites  in  Arizona.  This  pro- 
vides an  incidence  of  7.83  bites  per  100,000  pop- 
ulation per  year. 

GEOPATHOLOGY 

The  geographical  distribution  of  snakebites  re- 
ported in  Arizona  during  1958  and  1959  may  be 
seen  in  Figure  2.  The  lightly  shaded  counties 
are  those  from  which  hospitals  reported  in- 
patients treated  for  snakebites.  An  appropriate 
symbol  is  used  to  mark  each  hospitalized  patient 
who  was  bitten  by  a specific  kind  of  snake.  The 
darker  shaded  counties  are  those  counties  from 
which  physicians  reported  snakebite  cases,  but 
from  whieh  no  cases  were  reported  by  hospitals. 

Of  52  people  hospitalized  for  snakebite  treat- 


ment for  whom  detailed  records  were  available, 
44  (85  per  cent)  were  bitten  by  rattlesnakes  and 
eight  (15  per  cent)  by  unidentified  poisonous 
snakes.  There  were  no  coral  snake  bites  reported. 
Shannon^  and  Klauber®  both  have  commented  on 
the  rarity  of  coral  snake  bites  in  Arizona. 

Figure  2 shows  that  snakebites  were  reported 
from  all  sections  of  Arizona.  Either  physicians  or 
hospitals  reported  bites  from  every  county,  ex- 
cept Greenlee  Gounty.  Rattlesnake  bites  were 
especially  frequent  in  Maricopa  Gounty.  The 
signs  and  symptoms  resulting  from  bites  by  the 
unidentified  snakes  were  consistent  with  those 
of  rattlesnake  venenation. 

TEMPORAL  RELATIONSHIPS 

The  monthly  distribution  of  snakebite  acci- 
dents is  shown  in  Table  1.  Snakebites  were  in- 
frequent during  the  colder  months  of  the  year  — 
Oetober,  November,  December,  January,  Febru- 
ary and  March.  In  general,  snakes  are  usually 
inactive  and/or  hibernating  during  the  colder 
months.  Most  snakebites  in  Arizona  occurred 
from  April  through  September  when  47  (90  per 
cent)  of  the  52  bites  were  inflicted.  This  striking 
seasonal  distribution  of  bites  coincides  with  the 
time  that  snakes  are  most  abundant  and  active 
and  with  the  time  that  people  have  greater  ex- 
posure due  to  out-of-doors  occupations  and  rec- 
reation. Similar  “seasonal  epidemics”  of  ven- 
omous snakebites  have  been  observed  in  New 
England,  and  Florida.^’  ® 

The  time  of  day  when  most  snakebite  acci- 
dents happened  was  the  three  hour  period  from 
3:00-5:59  P.M.  when  12  (23  per  cent)  people  were 
bitten.  The  number  of  bites  by  three  hour  per- 
iods of  time  were:  6:00-8:59  A.M.,  8 bites;  9:00- 
11:59  A.M.,  9 bites;  12:00  noon-2:59  P.M.,  5 bites; 
3:00-5:59  P.M.,  12  bites;  6:00-8:59  P.M.,  4 bites; 
9:00-11:59  P.M.,  7 bites;  12:00  midnight-2:59 
A.M.,  2 bites;  and  3:00-5:59  A.M.,  no  bites.  For 

five  cases  the  time  of  the  bite  was  not  recorded. 

BITES  VICTIMS 

There  were  23  white  males,  7 white  females, 
12  non-white  males  and  9 non-white  females  ad- 
mitted to  Arizona  hospitals  for  snakebite  treat- 


TABLE  1 

SEASONAL  DISTRIBUTION  OF  POISONOUS 
SNAKEBITES  IN  ARIZONA,  1958  AND  1959 


Month 

No.  Bites 

Month 

No.  Bites 

January 

0 

July 

6 

February 

0 

August 

13 

March 

2 

Septcinber 

8 

April 

5 

October 

1 

May 

6 

November 

2 

June 

9 

December 

0 
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ment  during  1958  and  1959.  All  of  the  non-whites 
were  American  Indians.  Using  the  1960  census 
of  the  population  of  Arizona,  the  bite  rates  per 
100,000  population  were:  3.91  for  white  males, 
17.90  for  non-white  males,  1.20  for  white  females 
and  13.72  for  non-white  females.  Thus,  non- 
whites had  higher  snakebite  rates  than  whites 
and  males  had  higher  rates  than  females. 

TABLE  2 

AGE  DISTRIBUTION  OF  HOSPITALIZED  SNAKE- 


BITE VICTIMS  IN  ARIZONA,  1958  AND  1959 


Age  Group 

Population 

Rate  per 

(years) 

at  Risk* 

No.  Bites 

100,000“* 

0-  9 

319,235 

15 

4.70 

10-19 

234,237 

8 

3.42 

20-29 

169,607 

12 

7.08 

30-39 

177,435 

4 

2.25 

40-49 

156,480 

6 

SM 

50  - 59 

113,462 

3 

2.64 

60-69 

79,050 

2 

2..53 

70  or  more 

52,655 

2 

3.80 

“Based  on  the  1960  Census  of  the  Population  of  Arizona. 
““These  rates  are  only  on  hospitalized  patients  for 
whom  information  was  available. 


The  age  distribution  of  Arizona  bite  victims  is 
shown  in  Table  2.  The  largest  number  of  bites 
happened  to  children  and  youths  0-9  years  of  age 
(15  bites).  Indeed  44  per  cent  of  all  snakebites 
were  inflicted  on  children  and  young  adults  less 
than  20  years  of  age.  Age-specific  bite  rates  are 
much  more  meaningful  since  they  take  into  ac- 
count the  population  at  risk  in  a particular  age 
group.  The  highest  biannual  bite  rates  per  100,- 
000  population  were:  20-29  years  of  age  (7.08) 
and  0-9  years  of  age  (4.70).  The  lowest  bite  rate 
was  found  for  people  30-39  years  of  age. 

An  analysis  of  the  occupations  of  the  patients 
showed  that  20  were  children,  seven  were 
farmers  or  farm  laborers,  four  were  laborers 
other  than  farm  laborers,  and  four  v/ere  opera- 
tives. In  addition,  three  were  housewives,  two 
were  professionals,  two  were  clerical  workers, 
and  one  was  a craftsman.  The  occupation  was 
not  coded  for  the  remaining  bite  victims. 

ACTIVITY  AND  PLACE 

Ten  bites  occurred  while  children  were  play- 
ing, five  in  their  own  yards  and  five  elsewhere. 
An  additional  four  people  were  bitten  while 
walking  or  working  in  their  yards.  Seven  people 
were  bitten  while  working  on  a farm  or  ranch, 
six  while  handling  a poisonous  snake,  four  while 
engaged  in  recreation  other  than  hunting  or 
fishing,  three  while  picking  up  lumber  or  wood, 
and  two  while  walking  or  working  on  or  near  a 
highway.  The  activity  was  not  coded  for  the  re- 
maining patients. 

The  place  where  the  bite  accident  happened 


is  closely  related  to  the  activity  when  bitten.  The 
largest  number  of  snakebites,  nine,  happened 
right  in  patients’  own  yards.  Seven  happened  in 
or  under  a building,  seven  on  a farm  or  ranch 
not  near  the  house,  two  in  or  near  a lake,  river 
or  other  body  of  water,  two  in  a field  away  from 
the  house,  two  on  or  near  a highway,  and  one  in 
a field  adjacent  to  the  house.  Of  the  seven 
people  bitten  in  a building,  two  were  handling 
a snake  indoors,  two  housewives  were  bitten  in- 
side their  homes,  one  Indian  child  was  bitten 
while  sleeping  in  an  Indian  hogan  and  two 
people  were  bitten  inside  old  sheds  or  shacks. 
The  place  where  the  bite  happened  was  not 
coded  for  the  other  patients. 

SITE  AND  SEVERITY 

The  anatomical  sites  on  human  beings  where 
venomous  snakes  inflicted  their  bites  are  shown 
in  Table  3.  Ninety-six  per  cent  of  the  bites  were 
inflicted  on  the  extremities  — 56  per  cent  on  the 
upper  extremities  and  40  per  cent  on  the  lower 
extremities.  The  fingers  were  the  parts  most 
often  bitten  on  the  upper  extremities.  The  feet 
and  lower  legs,  including  the  ankles,  were  the 
parts  most  frequently  bitten  on  the  lower  ex- 
tremities. One  78  year  old  Indian  male  was 
bitten  on  the  right  shoulder  while  sleeping  on 
the  ground.  The  site  was  not  recorded  for  one 
patient. 

TABLE  3 

ANATOMICAL  SITES  OF  BITES  INFLICTED  BY 
POISONOUS  SNAKES  IN  ARIZONA,  1958  AND  1959 


Anatomical 

Site 

Side  of  Body 

Table  No. 

of  Bite 

Right 

Left 

of  Bites 

Head,  face  & 

neck 

0 

0 

0 

Trunk,  front 

0 

0 

0 

Trunk,  back 

1 

0 

1 

Upper  arm 

0 

0 

0 

F orearm 

2 

5 

7 

Hand 

2 

0 

2 

Fingers 

13 

7 

20 

Upper  leg 

0 

0 

0 

Lower  leg  & 

ankle 

2 

6 

8 

Foot 

3 

6 

9 

Toes 

3 

1 

4 

Not  stated 

- 

- 

1 

A modification  of  the  clinical  classification  of 
pit  viper  venenation  by  Wood,  Hoback  and 
Green®  was  used  to  determine  the  severity  of 
bites.  Bites  were  classified  as  follows: 

Grade  O — No  venenation.  Fang  or  tooth 
marks,  minimal  pain,  less  than  1 inch  of  sur- 
rounding edema  & erythema.  No  systemic  in- 
volvement. 

Grade  I — Minimal  venenation.  Fang  or  tooth 
marks,  severe  pain,  1-5  inches  of  surrounding 
edema  & erythema  in  first  12  hours  after  bite. 
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No  systemic  involvement  usually  present. 

Grade  II  — Moderate  venenation.  Fang  or 
tooth  marks,  severe  pain,  6-12  inches  of  sur- 
rounding edema  & erythema  in  first  12  hours 
after  bite,  systemic  involvement  may  be  present 
— nausea,  vomiting,  giddiness,  shock  or  neuro- 
toxic symptoms. 

Grade  III  — Severe  venenation.  Fang  or  tooth 
marks,  severe  pain,  more  than  12  inches  of  sur- 
rounding edema  & erythema  in  first  12  hours 
after  bite,  systemic  involvement  usually  present 
as  in  Grade  II. 

The  severity  of  venenation  (venom  poisoning) 
was  classified  as  follows  for  48  hospitalized 
cases:  eight  (17  per  cent)  were  Grade  O;  15  (31 
per  cent)  were  Grade  I;  15  (31  per  cent)  were 
Grade  II;  and  10  (21  per  cent)  were  Grade  III. 
For  the  remaining  four  hospitalized  cases  the 
severity  of  venenation  was  not  stated.  There  was 
one  fatality  among  the  58  hospitalized  cases  in 
this  series,  providing  a case-fatality  rate  of  1.7 
per  cent.  When  one  takes  into  account  the  out- 
patient plus  the  in-patient  snakebite  victims,  the 
true  case-fatality  rate  probably  is  about  one  per 
cent.  This  is  confirmed  by  the  fact  that  there 
were  only  six  snakebite  deaths  in  Arizona  during 
the  ten  year  period,  1950-1959.^  The  fatality 
which  happened  during  1959  involved  a 2 year 
old  white  boy  who  was  bitten  on  his  left  forearm 
by  a rattlesnake  while  playing  in  the  yard.  He 
died  four  and  one-half  hours  later.  The  other 
five  people  who  succumbed  to  snakebites  in 
Arizona  from  1950-1959  died  seven  hours,  nine 
hours,  24  hours,  30  hours  and  three  days,  respec- 
tively, after  the  bite  accidents.  Gontrary  to  popu- 
lar belief,  most  people  do  not  die  within  the 
first  few  hours  following  a snakebite.  About  70 
per  cent  of  them  die  from  6 to  48  hours  after 
venenation  takes  place.^ 

Some  of  the  factors  related  to  the  high  snake- 
bite mortality  rate  per  million  people  for  Arizona 
are:  the  numerous  species  of  large  rattlesnakes 
(Crotalus  sp.)  in  the  State,  the  delay  in  treatment 
after  snakebites  because  of  the  long  distances 
between  towns,  and  a high  incidence  of  snake- 
bite accidents  in  a State  which  has  a relatively 
small  population.  On  the  other  hand,  snakebite 
treatment  is  quite  effective  in  Arizona  with  an 
estimated  case-fatality  rate  of  about  one  per 
cent.  This  case-fatality  rate  compares  favorably 
with  those  of  other  states  having  serious  snake- 
bite problems. 


TREATMENT 

The  current  treatment  of  North  American  pit 
viper  (rattlesnake,  cottonmouth  moccasin  and 
copperhead)  bites  includes  both  minor  surgery 
and  medical  forms  of  treatment.  A constricting 
band  (tourniquet)  should  be  applied  lightly  to 
the  involved  extremity  several  inches  proximal 
to  the  bite.  The  constricting  band  should  be 
applied  only  tight  enough  to  occlude  the  super- 
ficial venous  and  lymphatic  flow.  It  should  not 
occlude  the  arterial  circulation  and  it  should  be 
released  every  10-15  minutes  for  a minute  or  two. 
As  edema  resulting  from  venom  poisoning 
spreads,  the  constricting  band  should  be  ad- 
vanced to  keep  just  ahead  of  the  swelling.  The 
purpose  of  the  constricting  band  is  to  impede  the 
spread  of  venom  until  incision  and  suction  can 
be  used  to  remove  the  venom  mechanically 
and/or  until  antivenin  can  be  administered  to 
neutralize  the  venom. 

Incision  and  suction  (I.S.)  is  effective  in  re- 
moving venom  from  experimental  animals  up  to 
about  120  minutes  after  the  venom  is  injected. 
The  sooner  it  is  used,  the  larger  the  amount  of 
venom  that  can  be  removed.  Suction  should  be 
used  for  about  one  hour.  We  have  found  the  suc- 
tion cups  supplied  in  the  Gutter  and  the  Becton- 
Dickinson  snakebite  first-aid  kits  effective  for 
removing  pit  viper  venom.  Incisions,  one-quarter 
inch  long  and  one-eighth  to  one-quarter  inch 
deep,  are  made  into  the  subcutaneous  tissues 
over  the  fang  punctures.  A few  (3-5)  additional 
incisions  may  be  made  in  the  surrounding  ede- 
matous tissues.  A large  number  of  incisions  is 
not  needed.  Immobilization  aids  in  limiting  the 
spread  of  venom.  However,  if  one  must  decide 
between  immobilization  or  seeking  prompt  medi- 
cal treatment,  the  latter  should  be  sought. 

The  “3  A’s”  (antivenin,  antibiotics,  and  tetanus 
antitoxin  and/or  toxoid)  are  recommended,  in 
addition  to  I.S.,  in  treating  all  serious  pit  viper 
bites.  Antivenin  Grotalidae  Polyvalent  (Wyeth) 
is  effective  in  neutralizing  the  venoms  of  all 
North  American  pit  vipers.  It  is  not  protective 
against  coral  snake  venom.  Since  anti\enin  is 
manufactured  from  horse  serum,  the  patient 
should  receive  a skin  test  before  antivenin  is 
given.  For  Grade  I venenations  antivenin  may  be 
administered  in  the  deltoid  or  glutens  muscles. 
In  Grade  II  and  Grade  III  venenations,  antn  enin 
diluted  in  lOOOcc.  of  normal  saline  may  be  gi\  en 
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intravenously.®  Studies  with  radioisotopes  have 
shown  that  antivenin  accumulates  at  the  site  of 
the  bite  more  rapidly  after  intravenous  adminis- 
tration than  after  intramuscular  administration.® 
Injection  of  antivenin  into  the  local  bite  area  is 
not  a particularly  effective  way  to  administer  an- 
tivenin. We  have  found  the  following  amounts 
of  antivenin  useful  in  treating  the  various  Grades 
of  venenation:  Grade  O (no  venenation)  requires 
no  antivenin;  Grade  I (minimal  venenation)  may 
require  lOcc.  (one  ampoule)  of  antivenin;  Grade 
II  (moderate  venenation)  requires  30-40cc.  of 
antivenin;  and  Grade  III  (severe  venenation)  re- 
quires 50cc.  or  more  of  antivenin. 

Since  snakes’  mouths  and  venoms  may  harbor 
pathogenic  organisms,  antibiotics  and  tetanus 
antitoxin  and/or  toxoid  should  be  given  prophy- 
lactically.  Gram  negative  organisms  predomin- 
ate, hence  a broad  spectrum  antibiotic  is  indi- 
cated. Penicillin  used  by  itself  is  not  adequate 
treatment. 

Gortisone  and  AGTH  do  not  affect  the  survival 
rate  of  animals  poisoned  with  pit  viper  venom. 
They  probably  should  not  be  used  during  the 
first  few  days  after  venenation,  although  they 
may  be  beneficial  later  in  treating  serum  sick- 
ness resulting  from  antivenin  therapy.  Antihista- 
mines are  contraindicated  as  they  shorten  the 
survival  time  of  animals  poisoned  with  pit  viper 
venoms.  Shock  resulting  from  venom  poisoning 
should  be  treated  with  infusions  of  blood,  plas- 
ma, saline  solution  and  vasopressor  drugs.  Mep- 
eridine hydrochloride  and  other  analgesics  may 
be  given  to  relieve  pain.  Recently  there  have 
been  reports  of  excessive  tissue  necrosis  and  am- 
putations associated  with  cold  therapy  such  as 
packing  an  extremity  in  ice  or  using  ethyl  chlo- 
ride.® In  my  opinion,  cold  therapy  should  not  be 
used  in  treating  pit  viper  bites. 


SUMMARY 

Arizona  has  the  highest  annual  incidence  of 
poisonous  snakebites  of  the  states  in  the  Moun- 
tain Region  of  the  United  States.  An  estimated 
102  (72  in-patients  and  30  out-patients)  people 
were  bitten  by  snakes  annually  — an  incidence 
of  7.83  bites  pere  100,000  people.  However,  the 
estimated  case-fatality  rate  was  about  one  per 
cent. 

Of  52  in-patients  reported  in  detail  by  Arizona 
hospitals  during  1958  and  1959,  44  (85  per  cent) 
were  bitten  by  rattlesnakes  and  eight  (15  per 
cent)  by  unidentified  poisonous  snakes.  “Sea- 
sonal epidemics”  of  snakebites  occurred  with  90 
per  cent  of  the  bites  inflicted  from  April  through 
September.  August  was  the  peak  month  for  bites. 

Males  had  higher  bite  rates  than  females  and 
non-whites  had  higher  rates  than  whites.  Forty- 
four  per  cent  of  the  cases  were  among  children 
and  young  adults  less  than  20  years  of  age. 
Ninety-six  per  cent  of  the  bites  were  on  the  ex- 
tremities — 56  per  cent  on  the  upper  extremities 
and  40  per  cent  on  the  lower  extremities.  Gurrent 
snakebite  treatment  is  discussed. 
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Dire  Effects  of  New  Drug  Laws 

Several  presidents  of  smaller  companies  have  told  me  personally  that  they 
have  abandoned  all  research  efforts  in  the  field  of  new  drugs.  They  asserted 
that  a small  company  cannot  afford  this  type  of  research  under  the  new 
regulations.  And  this  is  still  an  economy  of  free  enterprise!  The  larger  companies 
have  not  been  able  to  create  and  market  new  chemieal  compounds  with  the 
same  degree  of  efficiency  as  prior  to  the  passage  of  the  new  law.  This  results 
in  a definite  curtailment  of  the  total  health  progress  of  the  nation  for  several 
reasons.  — John  G.  Krantz,  Jr.,  Ph.D.,  in  Military  Medicine,  130:  1,  (Jan.)  1965. 
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I ORIGINAL  ARTICLES 

Envenomation  by  Si  strums  Miliarius 

Report  of  Two  Cases  of  Pygmy  Rattlesnake  Poisoning 


Anthony  D.  Migliore,  M.D. 


In  this  article  the  author  reports  two  cases  of  serious  poisoning  due  to  the  pygmy  rattlesnake. 
Early  treatment  should  consist  of  immobilization,  tourniquet,  incision  and  suction.  Antivenin, 
intravenous  supportive  therapy  and  broad  speetrum  antibiotics  may  be  necessary  in  the  more 
severe  cases. 


The  death  rate  for  medically  treated  poisonous  snake  bites  is  about  3%. 


Introduction 

SNAKE  bite  poisoning  occasionally  occurs  in 
the  United  States,  especially  in  the  southern 
section  of  this  country.  The  danger  of  little  ser- 
pents has  been  known  from  ancient  times.  The 
pygmy  snake  that  brought  death  to  Cleopatra 
is  believed  to  have  been  the  Egyptian  horned 
viper  of  the  Sahara  Desert.  This  pygmy  snake  is 
a pit  viper  with  two  scaly  horns  in  front  of  its 
head,  elliptical  cat-like  pupils,  and  possessing  a 
very  potent  poison.® 

Poisonous  snakes  are  found  in  every  state  in 
the  continental  United  States  except  Maine, 
Alaska  (and  Hawaii).  It  has  been  estimated  that 
approximately  2,000  to  3,000  individuals  are  bit- 
ten by  poisonous  snakes  annually  in  this  country 
with  a total  mortality  of  about  15  persons  per 
year.^'  The  author  estimates  that  the 

pygmy  rattlesnake  causes  about  16%  of  the  total 
number  of  poisonous  snakebites  in  the  U.S.  In 
Florida,  approximately  three  persons  die  each 
year  from  snakebites.*’  ^ U.S.  Government  statis- 
tics reveal  that  more  people  die  in  this  country 
from  snakebites  than  from  scarlet  fever,  rabies, 
malaria,  and  Brucellosis.  In  the  United  States, 

P.  O.  Box  189,  Arcadia.  Florida 


the  mortality  of  all  medically  treated  snakebites 
is  approximately  three  per  cent. 

Few  emergencies  in  medicine  can  bring  the 
victim  and  physician  to  the  brink  of  catastrophe 
as  can  a poisonous  snakebite  accident,  mainly 
because  of  its  sudden  explosive  occurrence, 
strange  and  unfamiliar  symptoms  and  signs,  de- 
moralizing atmosphere,  unpredictable  course, 
and  frequent  serious  complications. 

Snakebite  accidents  occur  more  frequently  in 
the  southern  section  of  the  United  States  where 
the  climate  is  fairly  warm.  Venomous  snakes 
are  more  abundant  in  tropical  and  subtropical 
countries  which  are  under  intensive  agricultural 
cultivation  which  seems  to  stimulate  the  ophidian 
population  as  a result  of  greater  number  of  mice 
and  rats  — their  principal  foods.  Contrary  to 
popular  opinion,  poisonous  snakes  (which  feed 
mainly  on  rodents)  are  rather  rare  in  remote, 
uninhabited  areas,  or  in  forests.  Reports  of  snake 
bite  accidents  in  Florida  have  been  se\  eral  times 
greater  from  urban  areas,  such  as  Tampa,  or 
West  Palm  Beach,  than  from  thinly  settled 
sections. 

A medical  survey  for  the  state  of  Florida  by 
Parrish  for  a two-year  period  (1954  and  1955), 
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Figure  1 


Rattlesnake.  Eastern  diamond-back  rattlesnake,  largest 
poisonous  snake  in  the  United  States.  Rattle  and  fangs 
help  to  identify  this  snake. 


showed  an  incidence  of  120  snakebites  cases  per 
year  in  that  state,  with  a mortality  of  three 
each  year.  Rattlesnakes  caused  approximately 
70%  of  the  bites,  and  ground  rattlers  (Sistrnrus 
Miliarius),  about  16%.  Not  fully  appreciated  is 
the  fact  that  children  are  frequently  victims  of 
snakebites.  Forty-nine  per  cent  of  the  snakebite 
cases  in  Florida  occurred  in  children  less  than 
15  years  old,  who  were  playing  near  their  homes 
in  suburban  areas,  reflecting  the  natural  curiosity 
of  children  and  their  lack  of  knowledge  of  the 
danger  of  snakes,  and  the  habit  of  children  going 
barefooted.  A useful  fact  for  parents  to  remem- 
ber, also,  is  that  poisonous  snakes  have  a habit 
of  migrating  to  drier  grounds  and  invading  back- 
yards following  heavy  rains. 


Figure  2 

Copperhead  Moccasin.  Note  slit-like  pupil,  found  in 
all  pit  vipers. 


The  treatment  of  poisonous  snakebites  has 
been  one  of  the  most  controversial  subjects  in 
modern  medicine  as  traditional  methods  clash 
with  modern  medicine  and  research  rethinking. 
Although  the  widespread  interest  in  snakebite 
poisoning  is  denoted  by  more  than  4,000  current 
articles  and  books  on  this  subject,  there  is  a 
paucity  of  references  to  pygmy  rattlesnake 
poisoning,  reflecting  the  lack  of  appreciation  to 
this  snake’s  potent  toxicity  and  potential  danger. 
The  purpose  of  this  paper  is  to  present  two  case 
reports  of  patients  poisoned  by  Sistrnrus  Mil- 
iarius (ground  pygmy  rattler),  and  to  discuss 
snake  enevenomation  in  general. 


Figure  3 

Pygmy  Rattlesnake.  Identified  by  small  size  and  tiny 
rattle  at  end  of  tail. 


Varieties  of  Poisonous  Snakes 

There  are  five  principle  varieties  of  venomous 
snakes  in  the  United  States,  each  with  two  or 
more  species  or  subspecies: 

1.  Rattlesnakes  (Crotali). 

2.  Pygmy  rattlesnakes  (Sistrnrus  Miliarius,  and 
Sistrnrus  Miliarius  Catenatus). 

3.  Copperhead  (Ancistrodon  Contortrix). 

4.  Cottonmouth  water  moccasin  (Ancistrodon 
Piscivorus). 

The  above  are  all  pit  vipers  (Crotalida),  and 
are  responsible  for  about  ninety-eight  per  cent 
of  all  poisonous  snake  bites  in  the  United  States. 

5.  Coral  snakes  (Alicrurus  Fulvius).  This  snake 
belongs  to  the  family  of  Elapidae.  The  coral 
snake  is  the  only  poisonous  snake  in  this  country 
which  is  not  a pit  viper.®'  “ 

The  Pygmy  Rattlesnake 

Herpetologists  recognize  two  principal  species 
of  ground  rattlesnakes  in  the  United  States:  the 
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Figure  4 

Cottonmouth  Water  Moccasin.  Note  strong  stocky 
body. 


common  pygmy  rattlesnake  (Sistrurus  Miliarius), 
the  smallest  erotalicl,  and  the  Massasauga  (Sistru- 
rus Catenatus),  which  is  generally  larger  and 
grows  up  to  24  inches  in  length.®’ 


Figure  5 

Head  of  pit  viper.  Note  facial  pit  between  eye  and 
nostril,  long  forked  tongue,  attached  to  the  front  part 
of  the  lower  jaw;  the  tongue  can  protrude  a considerable 
distance.  Note  elliptical  pupils. 

The  long  curved  fangs  are  found  in  all  pit  vipers, 
such  as  the  rattlesnake,  copperhead,  and  cottonmouth 
water  moccasin,  which  aids  in  their  identification.  At 
rest,  a mucous  hood  almost  conceals  the  fangs.  On  open- 
ing the  mouth  wide,  the  fangs  move  iirto  striking  posi- 
tion. The  hollow  fang  has  a slit  just  above  the  point, 
through  which  the  venom  is  injected  — “Nature’s  hypo- 
dermic needle.” 

However,  in  the  pygmy  rattlesnake,  all  the  teeth  in- 
cluding the  fangs,  are  so  tiny  that  the  fangs  are  not 
easily  discernible  without  a magnifying  glass. 


The  common  ground  rattler  (Sistrurus  Miliar- 
ius) is  found  throughout  the  south;  it  is  the 
smallest  pit  viper  in  the  United  States.  Its  young 
are  born  alive,  measuring  five  to  six  inches,  and 
they  are  venomous  from  birth.  It  grows  up  to 
fifteen  to  twenty  inches  long,  its  skin  is  colored 
a grayish  brown  with  dark  spots  and  small  red 
bands.  The  head  is  somewhat  triangidar,  and  its 
tail  ends  in  a slender  rattler  composed  of  inter- 
locking horny  segments.  When  startled,  the  ani- 
mal vibrates  its  rattle  which  produces  a high- 
pitched  sound,  not  usually  audible  to  human 
ears,  but,  when  audible,  it  sounds  like  an  insect 
buzz.  Its  fangs  are  Nature’s  hypodermic  needle. 
The  fangs  convey  the  poison,  being  hollow  with 
orifice  at  the  ends.  The  pygmy  rattlesnake  lives 


Figure  6 

Coral  snake.  The  snout  is  black,  the  narrow  yellow 
ring  is  between  a broad  red  ring  and  a broad  black  ring. 
The  eolored  rings  encirele  the  ventral  side  too.  “Red 
touching  yellow,  will  kill  a fellow.” 

Several  harmless  snakes  mimie  the  deadly  coral  snake 
in  color.  The  harmless  scarlet  king  snake  has  a red  snout, 
a narrow  black  band  on  each  side  of  a yellow  band,  and 
broad  red  bands  between.  (The  red  and  black  bands  are 
both  broad  in  the  coral  snake).  “Red  touching  black, 
venom  does  lack.” 


near  lakes  and  rivers,  feeding  on  mice,  lizards, 
and  frogs.  Althongh  it  is  small,  it  has  a fiery 
disposition,  and  is  quick  to  strike.  Like  other 
venomous  snakes,  it  is  nocturnal. 

Diagnosis 

Accumulated  observations  by  nnmerous  im'es- 
tigators  have  shown  that,  in  general,  the  signs 
and  symptoms  of  snake  bite  envenation  b)'  all 
the  North  American  pit  vipers  are  quite  sim- 
ilar.^’ The  onset  of  symptoms  and  signs  of 
pygmy  rattler  venenation  is  rapid.  Pain,  swelling 
and  erythema,  in  or  around  the  puncture  wounds 
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or  abrasions  will  be  noted  within  minutes.  The 
snake  being  so  small,  fang  puncture  wounds  may 
be  indistinct,  or  only  small  lacerations  may  be 
found  at  the  site.  A sharp  burning  pain  in  or 
around  the  wound  will  usually  be  present  within 
five  minutes.  Edema  and  erythema  of  the  skin 
will  be  present  within  thirty  minutes.  Ecchymosis 
and  hemorrhagic  phlyctenules  often  develop 
rapidly.  The  entire  limb  and  even  the  trunk  may 
be  involved  within  twenty-four  to  thirty-six 
hours,  the  extent  reflecting  the  severity  of  the 
envenomation.^*' 

Systemic  shock-like  symptoms  may  develop 
within  a few  minutes  in  severe  cases,  or  grad- 
ually develop  after  several  hours  in  moderately 
severe  cases,  with  weakness,  syncope,  palpitation, 
cold  perspiration,  nausea,  and  vomiting.  Second- 
ary anemia  frequently  may  develop  by  the  fourth 
or  fifth  day.^®  In  fatal  cases,  rapid  cardio-circu- 
latory  failure  is  the  usual  termination  of  pit  viper 
poisoning. 

In  sharp  contrast,  local  reaction  of  pain  and 
swelling  around  the  bite  is  absent  in  the  case 
of  coral  snake  bites,  where  neurotoxic  systemic 
reactions  predominate.  After  two  hours  some 
pain  develops  in  or  around  the  bite  but  there 
is  little  or  no  swelling  or  erythema. 

Report  of  Cases 

Case  1.  — A 4I-year-old  mentally  retarded 
white  male  was  admitted  to  the  hospital  at  5 p.m. 
on  Aug.  15,  1960,  one-half  hour  after  he  had 
been  found  playing  with  a ground  rattler  about 
8 inches  long.  His  chief  complaint  was  pain  in 
both  hands. 

Admission  examination  showed  a well  devel- 
oped and  obese  adult  white  male,  who  was 
ambulant  and  comfortable.  His  temperature  was 
98 °E.,  pulse  rate  80,  respiration  rate  20  per  min- 
ute, and  blood  pressure  140/80  mm.  Hg.  Both 
his  hands  were  mildly  swollen,  presenting  a 
scratch  mark  on  the  back  of  the  right  hand  in 
the  web  between  the  thumb  and  index  finger, 
and  another  scratch  mark  on  the  back  of  the 
upper  left  index  finger.  The  right  middle  finger 
tip  already  had  an  ecchymotic  spot  and  the  tip 
of  the  left  index  finger,  also,  had  an  ecchymotic 
area.  Under  aseptic  conditions,  the  scratch  marks, 
already  described,  were  anesthetized  with  novo- 
caine  solution  2%,  and  each  area  of  skin  and 
part  of  the  subcutaneous  tissue  excised  for  about 
one  and  one-half  inch  diameter,  and  the  two 
wounds  left  open.  The  remainder  of  the  physical 


examination  was  essentially  negative.  Suction 
cups  that  would  fit  the  excised  areas  were  not 
available. 

Laboratory  work  on  admission  showed:  urin- 
alysis alb.  neg.,  sugar  neg.,  sp.  gr.  1.016,  micro, 
few  hyaline  casts;  W B C 11,050,  neutrophiles 
56%,  eosinophiles  4%,  erythrocytes  4,450,000; 
hemoglobin  12.5  gram/100  c.c.;  hematocrit  40%; 
NPN  30  mgm./lOOc.c.;  blood  sugar  90  mgm./ 
100c. c.;  erythrocyte  sedimentation  rate  16  mm./ 
hr.;  coagulation  time  5 minutes;  bleeding  time  4 
minutes  and  30  seconds;  blood  group  typing  A,- 
Rh  positive,  crossmatched;  chest  X-ray,  lungs 
clear,  and  heart,  negative. 

On  admission,  he  was  placed  at  strict  bed  rest, 
and  a 5%  glucose  solution  in  normal  saline  was 
started  intravenously.  After  skin  sensitivity  tests, 
he  was  administered  three  vials  of  polyvalent 
antivenin  serum  intramuscularly.  Cryotherapy 
was  used  by  applying  icebags  wrapped  with 
towels,  around  both  forearms  above  his  wrists. 
Tetanus  antitoxin,  and  toxoid,  and  antibiotics 
were  given  prophylactically.  By  the  next  day,  the 
swelling  and  erythema  had  spread  up  the  entire 
upper  extremeties,  and  had  spread  to  portions  of 
the  chest.  His  face  and  neck  were  puffy  and 
erythematous.  Temperature  lOlF.,  pulse  110, 
resp.  22,  blood  pressure  120/70.  The  patient  was 
now  confused.  BBC  were  now  3,000,000,  hemo- 
globin 8.4  gram/100  c.c.;  coagulation  time  in- 
creased to  12  minutes  and  bleeding  time  to  6 
minutes  and  30  seconds.  He  was  given  three 
additional  vials  of  antivenin  serum  intramus- 
cularly, and  two  units  of  whole  blood.  On  the 
third  day  from  the  snake  bite,  the  swelling  in 
his  upper  extremeties  began  to  decrease,  and  he 
appeared  brighter.  BBC  3,200,000,  Hgb  9 gram/ 
100  c.c.  Another  pint  of  whole  blood  was  admin- 
istered. From  the  fourth  day  on,  he  gradually 
but  slowly  improved. 

There  was  a mild  fever  of  99  to  lOOF.  for  14  | 
days  after  the  snake  envenomation.  The  liver  I 
and  spleen,  during  his  hospitalization,  were  not 
palpitable.  The  edema  and  erythema  of  his  face, 
neck,  chest,  and  upper  extremeties  gradually  ' 
cleared  by  the  fourteenth  day.  The  excised  skin  ! 
areas  on  the  upper  left  index  finger,  and  the  | 
web  between  the  right  thumb  and  index  finger  j 
healed  completely  by  the  end  of  the  third  week.  ! 
The  tips  of  the  left  index  finger,  the  left  thumb,  ; 
and  the  right  middle  fingers  developed  necrotic  : 
hemorrhagic  ulcers  which  were  slow  in  healing,  | 
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and  did  not  completely  heal  until  the  end  of  two 
months  from  the  bite.  The  patient  was  discharg- 
ed from  the  hospital  30  days  after  admission. 

Case  2.  — An  eleven-year-old  white  girl  was 
admitted  to  a local  hospital  at  three  p.m.  Aug. 
10,  1953,  four  hours  following  a snakebite.  She 
had  been  walking  in  a weedy  field  near  her  home 
when  she  suddenly  felt  a burning  pain  in  her 
right  foot.  A boy  killed  the  brownish  snake  which 
was  about  10  inches  long  with  a small  slender 
rattle  at  the  end  of  its  tail.  It  was  later  identified 
as  a ground  pygmy  rattler.  Frightened,  the  girl 
ran  to  her  home.  In  about  one  hour,  pain,  red- 
ness, and  swelling  had  spread  over  the  right 
foot.  When  the  swelling  did  not  abate,  the 
parents  brought  her  by  car  to  the  hospital.  Her 
past  history  was  noncontributory. 

Examination  on  admission  revealed  a well 
developed  and  nourished  eleven-year-old  white 
girl  who  was  apprehensive,  ambulant,  and  fairly 
comfortable.  She  complained  of  pain  in  her  right 
foot.  Temperature  was  98F.,  pulse  100,  respira- 
tions 24,  blood  pressure  110/70  mm.  Hg.;  heart, 
no  enlargement  or  murmurs;  lungs,  clear  to  au- 
scultation. Abdomen,  negative.  The  lower  two- 
thirds  of  her  right  leg  and  her  foot  was  moderate- 
ly swollen  and  erythematus.  There  was  a scratch 
between  the  right  first  and  second  toes. 

Laboratory  findings  on  admission  were  as 
follows:  urinalysis  essentially  negative,  WBC 
12,000,  neutrophiles  65%,  eosinophiles  2%,  eryth- 
rocytes 4,500,000,  hemoglobin  13.5  gram/100  c.c., 
hematocrit  42%,  coagulation  time  4 minutes, 
bleeding  time  4 minutes  and  30  seconds,  blood 
group  typing  B,  Rh  positive,  blood  crossmatched, 
and  chest  X-ray,  negative  for  heart  and  lungs. 

Her  right  leg  was  elevated  and  ice-bags  wrap- 
ped with  towels  placed  around  it.  After  skin 
tested  for  sensitivity,  two  vials  of  polyvalent 
antivenin  serum  were  administered  intramus- 
cularly. Antibiotics,  tetanus  antitoxin,  and  toxoid 
were  given  prophylactically.  By  the  end  of  the 
second  day,  the  swelling  and  erythema  had 
spread  halfway  up  the  thigh  with  several  small 
ecchymotic  areas  over  her  lower  leg  and  foot. 
Two  additional  vials  of  polyvalent  antivenin 
were  given.  Blood  pressure  105/70.  Blood  count 
was  within  normal  limits.  The  patient  was  alert 
and  cheerful. 

On  the  morning  of  the  third  day  from  the 
snakebite,  the  general  condition  of  the  patient 
was  apparently  good.  The  swelling  and  erythema 


had  rapidly  diminished,  involving  now  only  the 
lower  leg  and  foot.  The  ecchymotic  areas  were 
fading.  Warm  saline  soaks  were  now  being  used 
on  the  leg,  instead  of  cold.  Near  noon,  she  sud- 
denly became  pale,  dyspneic,  and  semi-conscious. 
Her  blood  pressure  was  nil.  She  was  immediately 
placed  in  an  oxygen  tent,  glucose  solution  started 
intravenously,  and  coramine  and  ephedrine  hy- 
drochloride administered.  Two  units  of  whole 
blood  were  given.  The  patient  reacted  rapidly 
and  her  blood  pressure  was  115/70  forty-five 
minutes  after  the  shock  episode. 

The  next  day  she  eontinued  to  improve,  the 
swelling  and  erythema  had  practically  cleared 
in  her  right  leg  and  foot.  Erythrocytes  3,800,000, 
hemoglobin  10  gram/ 100  c.c.,  leukocytes  13,000, 
neutrophiles  70%.  She  was  discharged  ambulant 
and  comfortable  on  the  tenth  day  from  the  snake 
bite. 

Identification 

Identification  of  the  pygmy  rattlesnake  can  be 
made  by  noting  certain  characteristic's.  The 
snake  is  small,  about  one  to  two  feet  in  length. 
It  has  elliptical  slit  type  pupils,  somewhat  grossly 
triangular  head,  and  a deep  pit  between  the  eye 
and  nostril.  The  most  outstanding  feature  of  all 
is  a slender  rattle  at  the  end  of  its  tail.  It  is 
difficult  to  identify  this  snake  by  its  fangs,  as 
all  its  teeth  are  small,  including  the  fangs. 

Rattlesnakes  and  other  pit  vipers,  such  as 
cottonmouth  moccasin  and  copperhead,  have 
been  described  quite  fully  in  current  medical 
literature  and  will  not  be  discussed  in  this 
paper. “ 

Coral  Snake 

The  only  other  small  poisonous  snake  in  the 
United  States  is  the  beautiful  but  deadly  coral 
snake  which  is  found  mainly  in  the  deep  South. 
The  eoral  snake  averages  one  to  two  feet  in 
length,  is  brightly  colored,  having  black,  red, 
and  yellow  stripes.  The  harmless  scarlet  king 
snake  resembles  it,  but  it  has  a red  snout  while 
the  coral  snake  has  always  a black  snout. “If 
black  is  its  snout,  you’d  better  watchout.”  The 
coral  snake  has  rings  of  red  and  blaek,  separated 
by  yellow.  The  jingles,  “Black  on  yellow,  kill 
a fellow,”  “Red  next  to  black,  venom  does  lack” 
may  be  helpful  to  remember  their  identifications. 
The  hollow  fangs  of  the  coral  snake  are  small 
and  fixed  to  the  upper  jaw;  it  ehews  the  skin 
to  inject  its  poison. 
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Clinical  Classification 

A modification  of  Wood’s  clinical  classifica- 
tion of  pit  viper  venenation  is  useful  as  a guide 
for  severity  and  treatment  during  the  first 
twenty-four  hours/ 

Grade  0,  no  venenation.  Fang  marks,  or  minor 
lacerations  are  present,  little  or  no  local  pain, 
no  edema  or  erythema,  or  edema  and  erythema 
are  less  than  one  inch  after  four  hours  from 
time  of  bite,  and  no  systemic  involvement. 

Grade  I,  minimal  venentation.  Fang  marks, 
or  minor  lacerations  are  present;  local  pain; 
edema  and  erythema  is  present  up  to  five  inches 
developing  within  twelve  hours;  but  there  is  no 
systemic  involvement. 

Grade  II,  moderate  venenation.  Fang  marks, 
or  minor  lacerations  are  present;  local  pain, 
edema  and  erythema  are  present  from  five 
inches  to  twelve  inches  up  the  limb,  developing 
within  twelve  hours,  with  systemic  symptoms 
such  as  nausea,  vomiting,  weakness,  and  shock- 
like states. 

Grade  III,  severe  venenation.  Fang  marks,  or 
minor  lacerations  are  present;  edema  and  eryth- 
ema are  more  than  twelve  inches  up  the  limb, 
developing  during  the  first  twelve  hours;  with 
shock-like  symptoms;  and  neurotoxic  symptoms 
such  as  numbness,  disturbed  vision,  muscular 
twitchings,  motor  paralysis,  and  disturbed 
respiration. 

Chemisiry  and  Physiopathology 

For  many  years  little  was  known  of  the  chem- 
ical composition  and  toxic  factors  of  snake  ven- 
oms. In  this  country  our  modern  knowledge  of 
snake  venoms  began  in  1902  with  the  elassic 
work  of  S.  Flexner,  and  H.  Noguchi  when  they 
demonstrated  various  proteins  and  enzymes  in 
snake  poison  as  hemolytic,  and  cytolitic  fac- 
tors"' 

Today,  authorities  list  the  aetive  constituents 
of  venoms  as  hemolysins,  hemocoagulins,  proteo- 
lysins,  cytolysins,  neurocytolisins,  and  cardio- 
lysins.^' 

The  venom  of  the  pygmy  rattlesnake  is  one 
of  the  most  toxic  agents  known. It  is  a clear, 
slightly  yellowish  liquid  composed  chiefly  of 
proteins  and  enzymes.  The  amount  that  the  snake 
produces  and  injects  when  it  bites  is  comparative- 
ly small,  estimated  at  5 to  6 mgm.  of  dry 
venom.""  Its  predominant  faetor  is  hemotoxin 
with  various  amounts  of  neurotoxin  and  cardio- 


toxin.  Injurious  effects  occur  in  blood  cells, 
intimal  lining  of  blood  vessels  and  clotting  mech- 
ism.  Hyaluronidase,  present  in  the  venom, 
spreads  the  poison  rapidly  through  the  tissues, 
mainly  through  the  lymphatic  system  which 
tends  to  have  slow  absorption  and  resolution. 
Due  to  the  small  amount  of  poison  available 
from  the  pygmy  Sistrurus  Miliarius,  research 
work  on  this  particular  venom  has  been  neg- 
ligible. The  interraction  of  tissue  and  snake  ven- 
oms forms  metabolites  which  may  release  his- 
tamine and  lysocythin,  which  can  themselves 
cause  tissue  reaction. 

Neurocytolysins  affect  chiefly  the  respiration, 
circulation,  and  vision  (coral  snakes,  cobra).  The 
effect  is  believed  to  be  on  the  myoneural  junc- 
tion. Death  from  neurotoxins  is  by  respiratory 
paralysis  caused  by  depression  of  the  respiratory 
centre  in  the  medulla  oblongata.  ""  Gardiotoxins, 
when  present  in  sufficient  amounts,  affect 
mostly  the  conduction  mechanism  and  myocar- 
dium of  the  heart,  and  ean  cause  a shock-like 
syndrome. 

First-Aid  Treatment 

Most  of  the  controversy  and  confusion  of 
poisonous  snakebite  treatment  has  been  in  the 
area  of  first-aid.^  If  possible,  the  snake  should  be 
identified  as  poisonous.  Are  there  local  signs 
and  symptoms  around  the  puncture  wound, 
wounds,  or  scratches,  of  pain  and  edema?  The 
patient  should  be  inactivated  and  the  affected 
part  immobilized.  A properly  applied  constrict- 
ing band  should  be  placed  above  the  bite  to 
delay  spread  of  the  toxin.  The  tourniquet  should 
be  loosened  every  10  to  15  minutes  for  two 
minutes  and  then  reapplied.'*'  ®'  *" 

Traditional  incision  and  suction  can  be  per- 
formed up  to  one  hour  from  the  time  of  the  bite 
with  some  beneficial  effect.  A small  longitudinal, 
or  cruciate  cutaneous  incision  is  made  down  to 
the  subcutaneous  tissue  over  the  suspected  fang 
wound,  and  repeated  suction  applied  over  the 
spot.  All  efforts  should  be  made  during  this  time 
to  transport  the  victim  to  a doctor  or  nearest 
hospital.  Aleoholic  beverages  are  contraindicated 
as  alcohol  is  basically  a peripheral  vasodilator 
and  a central  nervous  system  depressant.  Goffee, 
or  tea  is  recommended.*' " It  is  important  that 
before  ineision  of  the  fang  wounds  is  done,  the 
fang  wound  areas  be  carefully  and  gently  scrub- 
bed with  alcohol,  or  surgical  soap  in  order  that 
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all  remnants  of  the  venom,  and  debris  on  the 
surface  of  the  skin  be  removed. 

Hospital  Treatment 

There  is  practically  uniformity  in  hospital 
management  and  treatment  for  snake  envenena- 
tion  by  many  authorities  such  as  Parrish,  Russell, 
Minton,  and  Do  Amaral."'  As  soon  as  the 
patient  arrives,  the  physician  should  allay  the 
victim’s  anxiety  by  giving  him  repeated  assur- 
ances. Only  approximately  3 per  cent  of  poison- 
ous snake  bites  are  fatal  in  this  country  under 
adequate  medical  treatment.  Shock,  which  more 
or  less  accompanies  most  moderate  and  severe 
poisonous  snake  bites,  is  treated  with  usual  sup- 
portive treatment  of  intravenous  fluids,  vaso- 
pressor drugs,  oxygen,  and  transfusions,  as  indi- 
cated. Pain  and  restlessness  are  treated  with 
appropriate  sedatives.  Bed  rest  and  immobiliza- 
tion of  the  e.xtremity  helps  to  delay  spread  of  the 
venom. 

Antivenin  Crotalidae  Polyvalent  (Wyeth)  ser- 
um is  the  drug  of  choice,  and  is  given  after  the 
patient  is  skin-tested  for  horse  serum  sensitivity. 
Antibiotics,  and  tetanus  antitoxin,  or  toxoid  are 
administered  prophylactically  since  snake’s 
mouths  are  heavily  contaminated  with  bac- 
teria.'®' 

Soon  after  arrival,  basic  laboratory  studies 
should  be  done  and  should  include  blood  group 
typing  and  crossmatching.  Blood  count  and  hem- 
otocrit  are  repeated  frequently  and  whole  blood 
transfusions  given,  if  necessary,  since  severe 
anemias  often  develop  rapidly  in  snake  enven- 
omations.  Elevation  of  the  limb,  and  hypothermia 
with  cool  wet  packs  to  the  part  will  decrease 
pain  during  the  first  twenty-four  hours,  and 
delay  spread  of  the  poison.  Later  on,  warm 
saline  packs  may  be  used  to  reduce  the  swelling. 

Coral  Snake  Bites 

Coral  snake  bites  account  for  approximately 
two  per  cent  of  all  snake  bites  in  Florida.'  The 
venom  is  primarily  neurotoxic,  and  one  of  the 
most  deadly  known.  In  a period  of  23  years  in 
Florida,  there  were  20  reported  coral  snake  bites 
with  four  fatalities  (20  per  cent).''  Fortunately, 
the  coral  snake  seldom  bites  because  of  its  timid 
nature  and  nocturnal  habits.  The  fangs  of  the 
coral  snake  are  small  and  not  prominent,  and 
chewing  is  necessary  for  it  to  inject  its  poison. 
Incision  and  suction  is  contraindicated  and  not 
practiced  in  coral  snake  bites. 


In  sharp  contrast  to  pit  viper  bites,  there  is 
little  or  no  local  swelling  following  coral  and 
cobra  snake  bites.  Local  pain  and  systemic  signs 
and  symptoms  may  be  delayed  for  about  two 
hours,  and  may  give  a false  assurance  to  the 
patient.'  The  systemic  symptoms  and  signs  of 
coral  snake  bites  are;  motor  paralysis  (weakness, 
ptosis  of  eyelids),  muscular  twitchings,  slurred 
speech,  salivation,  and  respiratory  difficulty.®®  As 
in  bulbar  poliomyelitis,  the  chief  cause  of  death 
from  coral  snake  bite  is  respiratory  paralysis; 
and,  therefore,  immediate  hospitalization  is  rec- 
ommended where  supportive  treatment  of  oxy- 
gen therapy,  tracheostomy,  and  respirator  is 
available. 

In  Florida,  coral  snake  antivenin  is  available  in 
several  city  hospitals,  and  in  several  branches 
of  the  Florida  State  Board  of  Health.  At  present, 
coral  snake  antivenin  serum  is  produced  from 
hyperimmunized  horses,  by  Instituto  Butantan, 
a research  facility  in  Sao  Paulo,  Brazil.  Rare 
antivenin  serums,  such  as  coral,  and  cobra,  are 
often  kept  on  hand  in  large  zoos  and  serpentar- 
iums. 

Prognosis 

Prognosis  is  always  grave  in  envenomation  of 
very  young  children  as  they  are  more  susceptible 
to  the  poison;  and  also,  the  ratio  of  units  of 
poison  injected,  to  units  of  body  weight,  is 
greater.  Poisonous  bites  are,  also,  poorly  toler- 
ated in  senile  individuals  who  usually  have  less 
general  resistance,  and  also,  have  other  serious 
pathological  conditions.  Bites  on  the  face  and 
neek  are  always  more  serious  than  bites  on  the 
extremeties.  Obese  individuals  also  tolerate  the 
venom  poorly,  perhaps  explained  by  the  fact 
that  they  have  comparatively  less  body  tissue 
fluid  to  dilute  the  poison. 

Backwoods  Surgery 

Large  and  deep  incisions,  tight  tourniquets, 
by  well  meaning  but  unskilled  individuals, 
should  be  discouraged.  In  pioneer  days,  to  treat 
snake  bite  poisonings,  mysterious  and  potent  con- 
coctions were  drunk,  composed  of  one  or  more 
of  such  things  as  the  following:  vinegar,  quinine, 
tobaceo  juice,  whiskey,  herbs,  etc.  After  a snake 
bite,  searing  hot  irons  were  applied  to  the 
supposed  fang  wounds,  fingers  or  toes  were  shot 
off,  or  crudely  chopped  off.  No  one  can  ever 
estimate  the  harm  and  fatalities  which  must 
have  resulted  from  such  amateur  backwoods 
surgery  of  bygone  days. 
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Summary 

A near  fatal  case,  and  another  serious  case, 
of  pygmy  rattlesnake  bites,  are  reported.  Ninety- 
eight  percent  of  poisonous  snake  bites  in  the 
United  States  are  inflicted  by  the  pit  vipers,  the 
chief  offender  being  the  rattlesnake. 

First-aid  treatment  consists  of  inactivity,  im- 
mobilization of  the  limb  involved,  tourniquet, 
and  incision  and  suction.  Incision  and  suction  is 
ineffectual  after  one  hour. 

The  shock-like  states  that  often  accompany 
serious  snake  bite  envenomation  should  be  treat- 
ed promptly  by  supportive  treatment  of  electro- 
lyte solutions,  vasopressor  drugs,  and  whole 
blood.  Antivenin  is  the  drug  of  choice  for  pit 
viper  bites.  Tetanus  antitoxin  or  toxoid,  broad 
spectrum  antibiotics,  and  sedatives  are  indicated. 

The  death  rate  for  medically  treated  poisonous 
snake  bites  in  the  United  States  is  about  three 
percent. 

Coral  snake  bites  in  the  United  States  are  rare 
but  are  highly  fatal.  The  poison  is  neurotoxic  and 
causes  death  by  respiratory  paralysis.  Prompt 
hospitalization,  where  oxygen,  tracheostomy,  and 
respirator  are  available,  if  needed,  is  indicated. 
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Life  Sciences  vs.  Deadly  Diseases 

With  all  the  progress  that  has  been  made,  much  remains  to  be  done.  Medical 
research  is  still  almost  impotent  against  multiple  sclerosis,  cystic  fibrosis, 
mongolism,  muscular  dystrophy  and  many  other  conditions.  Fortunately,  medical 
progress  is  being  carried  forward  by  contributions  of  basic  knowledge  by  men 
and  women  in  the  life  sciences.  Indeed,  all  the  life  and  social  sciences  are  now 
being  brought  to  bear  on  the  control  of  disease  and  its  consequences.  There  is 
every  reason  for  confidence  that  the  enemies  of  mankind’s  health  will  be  over- 
come one  by  one  in  the  future  through  the  combined  efforts  of  the  entire 
medical  team.  The  pharmaceutical  industry  anticipates  with  pride  the  part 
that  it  will  play  in  the  ultimate  success.  — Alfred  E.  Driscoll,  President,  Warner- 
Lambert  Pharmaceutical  Company,  in  New  England  Journal  of  Medicine, 
270:  6 (Feb.  6,  1964). 
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A Defense  of  the  Glass  Transfusion  Container 
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The  current  controversy  concerning  the  use  of  plastic  bags  versus  glass  transfusion 
containers  is  carefully  investigated  and  evaluated  by  the  authors  of  this  excellent 
article. 


^rHE  beginning  of  modern  blood  banking  for- 
1 tnnately  eoincided  with  the  development  of 
the  elosed-system  vaeuum  bottle,  which  largely 
did  away  with  the  prior  problems  of  contamina- 
tion with  pyrogens  and  bacteria.  The  last  major 
sources  of  these  problems  were  eliminated  by 
expendable  donor  and  recipient  sets.  Subsequent 
improvements  resulted  from  better  anticoagu- 
lants, silicone  coating  of  glass,  and  safe  tech- 
niques for  gravity  bleeding.  The  next  develop- 
ment in  blood  bank  equipment  was  the  plastic 
bag  devised  by  Waited’  Since  1950,  more 
than  thirty  papers  have  claimed  features  of  su- 
periority for  plastic,  including: 83%  reduction  of 
bacterial  contamination^;  75%  reduction  of  pyro- 
genic reactions'^;  24%  increase  in  post-transfu- 
sion survival  of  erythrocytes®’  better  preserva- 
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Banks,  Inc.,  Scottsdale,  Arizona. 
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tion  of  platelets^  elimination  of  air  embolism 


during  transfusion®;  safer  and  easier  separation  of 
blood  components^’  ®;  greater  economy  in  the  use 
of  blood®;  and  logistic  advantages  of  reduced 
weight  and  space®. 

During  1957-1963,  we  have  had  experience 
with  some  900,000  units  of  blood  in  silicone- 
coated,  gravity-type  glass  containers  and  about 
50,000  units  in  Fenwal  and  Cutter  plastic  bags. 
Some  30,000  units  were  administered  under  per- 
sonal supervision  in  the  Good  Samaritan  Hospital 
of  Phoenix;  nearly  3,000  were  in  plastic  bags,  in- 
cluding multiple  bags,  for  washed  cells,  plate- 
lets, packed  cells,  and  fresh  frozen  plasma.  We 
have  been  urged  to  convert  completely  to  plas- 
tic bags,  but  our  experience  with  collecting, 
storing,  and  handling  blood,  and  the  clinical  re- 
sults of  transfusions  in  silicone-coated,  gra\  ity- 
type  glass  containers,  have  been  so  satisfactory 
that  we  have  been  reluctant  to  change  without 
demonstrated  advantages  to  patient  care.  Our 
consideration  of  the  problem  led  us  to  make  our 
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own  review  of  the  literature,  which  was  so  re- 
vealing that  it  seems  desirable  to  make  it 
available. 

Appraisals  in  the  literature  run  a wide  gamut. 
At  one  extreme,  Walter  et  stated  that:  “In- 
creasing appreciation  by  physicians  of  the  need 
for  blood  component  therapy,  the  ease  of  proc- 
essing blood  in  a totally  closed  plastic  system, 
the  ready  maintenance  of  identification  of  the 
sampling  aliquots,  and  the  ability  to  separate 
and  infuse  the  components  safely  at  rates  indi- 
cated by  the  clinical  situation  have  achieved 
broad  acceptance  for  the  comparatively  new 
transfusion  technique  based  upon  the  unique 
properties  of  plastic  equipment.”  On  the  other 
hand,  Mathieson“  recently  concluded:  “Plastic 
bags,  however,  have  no  significant  advantage 
over  glass  bottles  as  containers  for  blood.”  Such 
major  differences  become  understandable  upon 
analysis  of  the  published  data.  Few  experiments 
have  been  sufficiently  well  controlled  or  exten- 
sive enough  to  yield  statistically  significant  re- 
sults. Typically,  data  with  plastic  have  been 
compared  to  results  with  glass  in  a different 
institution,  without  adequate  regard  to  vari- 
ables*‘  other  than  the  containers,  including:  com- 
position of  the  anticoagulanP^  details  of  blood 
collection^^,  storage  temperature^^  shaking^®,  and 
differences  among  donors^^’  When  Albrit- 
ton’s’® “six  unities  in  medical  research”— unity  of 
time,  place,  material,  procedure,  personnel  and 
mental  attitude— are  not  observed,  conflicting 
data  become  inevitable. 

Examination  of  Major  Advantages 
Claimed  for  Plastic  Bags 

Contamination  — An  important  claim  is  that 
bacterial  contamination  is  reduced  as  much  as 
83%  with  plastic.  Walter,  Kundsin,  and  But- 
ton^ state:  “Our  observation  with  4,497  cultures 
of  blood  stored  in  plastic  equipment  show  con- 
tamination in  1.04%  . . . Cultures  of  998  bottles 
of  blood  showed  6.01%  to  be  unsterile.”  The 
latter  rate  is  not  typical  of  of  glass  containers 
(Table  1).  For  example,  Braude’®  reported  a 
rate  of  2.24%  in  1,697  bottles;  our  cultures  of 
2,189  outdated  bloods  in  glass  showed  a rate  of 
0.68%;  and  Nadeau  and  MaxwelP”  found  no  con- 
tamination in  156  vacuum  glass  containers  of 
hemolyzed  blood  3 to  20  days  old,  nor  in  9 units 
which  had  been  entered  3 to  14  times  each  for 
a total  of  102  cultures. 

A similar  situation  is  found  with  plasma.  Gib- 


TABLE  1.  Studies  on  Bacterial  Contamination  of  Whole 
Blood  for  Transfusion 


Present 


Braude*® 

Walter® 

Walter^ 

Walter^ 

Authors 

Year  1952 

1951-55 

19.5.5-.57 

1957  (?) 

1958-62 

Type  of 

Container  Glass 

Plastic 

Plastic 

Glass 

Glass 

No.  of  Units 
Cultured  1697 

5825 

4497 

998 

2189 

Positive 

Culture 

Rate  2.24% 

0.53% 

1.04% 

6.01% 

0.68% 

son^  has  emphasized  that  the  integral  donor  set 
and  satellite  bags  eliminated  the  major  sources 
of  contamination  of  stored  liquid  plasma  and  re- 
ported a rate  of  1.6%  in  800  plastic  units.  This 
may  be  compared  with  the  1.7%  rate  we  ob- 
served in  4,368  two-liter  pools  of  stored  liquid 
plasma  prepared  from  outdated  blood  in  glass. 
Similarly  low  rates  have  been  found  in  fresh 
plasma  in  glass  containers.  Katzin  and  Geiger^’ 
reported  0.65%  in  18,000  units;  Nadeau  and 
MaxwelP®  reported  0.5%  in  532  units;  and  we 
found  0.09%  in  2,264  units.  Thus,  despite  the 
theoretical  hazards  ascribed  to  glass  containers, 
the  actual  contamination  rates  determined  by 
tests  are  as  low  in  glass  as  in  plastic,  for  plasma 
as  well  as  for  blood.  We  conclude  that  the  di- 
verse rates  reported  can  and  do  occur,  but  that 
the  differences  are  due  to  variables  other  than 
the  container. 

Nadeau  and  MaxwelP®  have  discussed  the 
“wide  disagreement  as  to  the  frequency  and 
cause  of  bacterial  contamination  in  routine  blood 
bank  units”  and  suggested  that  “the  entry  of  non- 
sterile  air  was  the  reason  for  the  overwhelming 
majority  of  positive  cultures”  in  their  tests.  Room 
air  has  often  been  blamed  for  contamination’®'  ’ 
and  has  been  depicted  dramatically  in  a film^^ 
which  diagrams  a cloud  of  bacteria  entering  the 
airway  of  a transfusion  bottle.  Such  teachings 
reinforce  the  misconception  that  hospital  air  con- 
tains huge  numbers  of  organisms.  Actually,  the 
true  number  is  less  than  one  viable  organism 

TABLE  2.  Contamination  Load  of  Air  in  Hospitals’® 


No.  of  Number  of  Organisms  per 
Hospital  Room  Samples  Tested  Liter  of  Air  (average) 


O.  B.  Delivery 

90 

0.1 

Operating 

795 

0.4 

Induction 

123 

0.5 

Utility 

710 

0.6 

Patient 

271 

0.7 

Laundrv 

217 

1.0 

Waste-storage, 
chute  closets 

246 

2.5 

Outside  air 

138 

1.1 

376 


Arizona  Medicine 


TABLE  3.  Summary  of  Cr’'  Date  on  Post-transfusion  Survival  of  ACD  Blood 

Beference 

Storage 

Temp.  Period 

(°C.)  (Days) 

Type  of  Container* 

Number  of  Per  Cent 
Experiments  Bange 

Survival 

Average 

C.V.““ 

% 

Strumia® 

5 

21 

Class 

8 

53-93 

69 

18.7 

Plastic  A 

7 

75-98 

83 

9.9 

Plastic  B 

7 

48-90 

78 

7.9 

Plastic  C 

10 

72-94 

85 

7.4 

Plastic  F 

9 

45-76 

61 

16.4 

^^^^lter» 

5 

21-22 

Plastic 

11 

66-93 

84 

9.1 

28 

Plastic 

6 

65-76 

72 

6.6 

Dudley” 



23 

Glass 

6 

60-87 

73 

17.9 

Plastic 

6 

57-84 

68 

17.3 

Strumia'" 

5 

Fresh 

Glass 

19 

87-99 

93 

3.7 

Siliconized  glass 

14 

87-95 

92 

2.3 

Plastic 

11 

89-99 

93 

3.3 

Strumia” 

5 

20-22 

Glass 

8 

53-93 

69 

18.7 

21 

Glass  - shaken 

10 

69-78 

73 

4.3 

Strumia'® 

5 

21 

Plastic 

10 

72-94 

85 

7.4 

21-22 

Plastic  - shaken 

11 

67-84 

74 

7.6 

Walter'® 

4±1 

21-23 

Plastic 

39 

66-93 

00 

O'J 

8.2 

Bowman^® 

4±1 

28 

Plastic 

4 

48-60 

55 

9.0 

“Various  types  of  glass,  plastic,  and 

anticoagulant  solution  solution 

were  used.  Present-day 

plastics,  siliconized 

glass,  and  ACD  solution  may  give  different  values. 

““C.V.  — Coefficient  of  Variation. 

per  liter  of  air  (Table  2)!  In  contrast,  human 
skin  harbors  10,000  organisms  per  square  centi- 
meter^^. An  accidental  contact  with  only  0.1 
sq.  cm.  (0.016  sq.  in.)  of  normal  skin,  with  trans- 
mission of  only  10%  of  the  bacteria  contacted, 
would  transfer  100  bacteria,  more  than  are  pres- 
ent in  100  liters  (3.5  cu.  ft.)  of  air. 

Pyrogenic  Reactions  — Walter,  Button,  and 
Ritts^  using  plastic  bags,  reported  0.83%  pyro- 
genic reactions.  Gibson®  stated  that  the  rate  with 
glass  containers  might  run  “as  high  as  2%.”  But 
Engelfried,  Henderson  and  Emery^®,  in  a study 
of  20,000  transfusions  in  glass,  reported  a pyro- 
genic reaction  rate  of  only  0.4%.  We  studied 
reactions  in  Good  Samaritan  Hospital  during  a 
16-month  period,  in  a situation  where  ward  per- 
sonnel reported  every  untoward  event;  among 
5,596  units  of  blood,  some  90%  in  glass,  there 
were  0.41%  pyrogenic  reactions.  The  claim  that 
use  of  glass  containers  results  in  higher  rates  of 
pyrogenic  reactions  than  plastic  bags  is  not  sup- 
ported by  the  data. 

Blood  Preservation— A major  claim  for  plastic 
bags  has  been  improved  preservation  of  erythro- 
cytes and  platelets.  Here  too,  a controversial 
literature  has  developed.  The  proper  criterion 
of  preservation  of  red  cells  is  their  survival  in 
the  recipient’s  circulation'^  but  survival  data 


(Table  3)  have  a large  experimental  error”’ 

In  studies  by  three  laboratories,  each  reporting 
six  or  more  Gr®'  experiments  on  stored  bloods 
(Table  4)”’ the  mean  coefficient  of  variation 
was  11%.  In  studies  with  the  identical  make  of 
plastic  bags,  Eadie,  et  ah,”  report  an  average 
post-transfusion  survival  of  71.7%  after  21-day 
storage,  compared  with  the  84%  reported  by 
Walter'",  and  BowmaiT*  found  54.8%  survival 
after  28-day  storage,  compared  with  Walter’s® 
report  of  72%.  The  differences  between  these 
inter-laboratory  comparisons  of  plastic  bags  are 
comparable  with  the  differences  reported  be- 
tween plastic  and  glass  (Table  3,  4). 

Better  appraisal  of  glass  and  plastic  can  be 
made  from  the  studies  made  in  the  same  labora- 
tory at  the  same  time.  Fresh  blood  exhibited  no 
differences  in  post-transfusion  survival,  whether 
collected  in  plain  glass,  siliconized  glass,  or 
plastic'"  (Table  3).  With  blood  stored  20-28  days, 
survival  in  glass  was  81  to  113%  (average  95%) 
of  that  in  plastic  (Table  4).  The  report  of  Dudley 
et  al.,'^  is  impressive,  because  it  conforms  to 
Mollison’s  dictum'®  that  “if  comparisons  based  on 
small  numbers  are  to  be  \ alid  each  donor  must 
serve  as  his  own  control.”  Dudley’s  sole  \ ari- 
able  was  the  type  of  container,  each  subject 
served  as  donor  and  recipient,  and  blood  from 
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TABLE  4.  Post-transfusion  Survival  Studies  of  20-28-Day-Old  Blood  in  Glass  and  Plastic  — 

Intra-laboratory  Comparisons 


Storage  Period 

Number  of  Experiments 

Average  Survival  (%) 

C.V. 

Ratio 

Reference 

(days) 

Glass 

Plastic 

Glass 

Plastic 

(%) 

Glass/Plastic 

Strumia,  1955® 

21 

8 

9 

69 

61 

17.5 

1.13 

7 

78 

7.9 

0.90 

7 

83 

9.9 

0.82 

10 

85 

7.4 

0.81 

Dudley,  1958'" 

28 

6 

6 

73 

68 

17.6 

1.07 

Strumia,  1959'® 

20-22“ 

10 

11 

73 

74 

5.9 

0.99 

Total 

24 

50 

Range 

20-28 

6-10 

6-11 

70-73  > 

62-87 

5.9-17.6 

0.81-1.13 

Weighted  Ave. 

22 

8 

8 

72 

76 

11 

0.95 

“Mechanically  shaken  for  1 hour,  during  storage  period.  C.V.  — Coefficient  of  Variation 


each  was  stored  in  both  plastic  and  glass.  No 
significant  difference  in  survival  was  found. 

Gibson^®  criticized  the  Dudley  experiment  be- 
cause the  ACD  solution  was  not  autoclaved  in 
glass  but  was  transferred  from  plastic  bags.  This 
criticism  is  based  on  the  unsubstantiated  assump- 
tion that  minute  silica  particles,  detached  from 
glass  during  autoclaving,  precipitate  fibrin  in 
ACD  blood,  causing  sludging  and  damage  to 
red  cells.  GibsoiT’  claimed  that  the  silica  par- 
ticle count  may  reach  1,000,000  per  ml.  of  ACD 
solution  — but  this  means  only  1 particle  per 
2,000,000  erythrocytes  and  no  evidence  was  given 
for  the  postulated  sludging  effect.  On  the  con- 
trary, Strumia^®  has  shown  that  blood  collected 
in  ACD  solution  in  glass,  then  transferred  to 
plastic  bags  for  storage,  but  has  a post-transfusion 
survival  like  that  of  blood  collected  and  stored 
in  plastic.  Gibson’s  second  criticism,  that  the 
28-day-old  bloods  studied  by  Dudley  were  not 
clinically  useful,  seems  irrelevant  because  Dud- 
ley’s average  survival  fas  70%  and  because  sur- 
vival data  on  28-day  and  older  bloods  have  been 
published  by  Strumia^®,  Walter^  and  others^®' 
Our  conclusion  coincides  with  Mollison’s^^  ap- 
praisal; namely,  “It  has  been  claimed  that  the 
red  cells  are  better  preserved  when  blood  is 
stored  in  plastic  rather  than  in  glass  containers 
but  the  differences  reported  have  been  small 
and  could  well  have  been  due  to  chance  differ- 
ences between  donors  and  to  small  systematic 
errors  between  different  series.” 

Blood-Air  Interface— Red  cells^^'  have  been 
said  to  suffer  by  reason  of  the  interface  between 
blood  and  air  in  glass  containers  (“ullage  effect”) 
but  not  in  plastic  bags,  which  contain  little  or  no 
air.  Strumia'*^  compared  posttransfusion  survival 
of  blood  stored  in  plastic  with  and  without  an  air 
space  and  found  no  difference.  He  then  com- 
pared plastic  with  glass,  intensifying  the  inter- 


face effect  by  mechanical  shaking  for  an  hour 
(Table  5).  The  bloods  were  shaken  immediately 
after  collection,  or  after  10  days’  storage,  or  after 
20  to  22  days’  storage.  Strumia  concluded  “shak- 
ing of  blood  damages  the  red  cells;  no  signifi- 
cant difference  was  found  between  the  survival 
of  red  cells  shaken  in  the  two  types  of  contain- 
ers,” but  his  data  show  that  the  survival  damage 
occurred  only  in  shaken  plastic  bags  (74%  sur- 
vival, compared  to  the  85%  control  value).  Cells 
in  the  shaken  glass  containers  showed  a 73%  sur- 
vival rate,  compared  to  the  69%  control  value.  It 
must  be  concluded  that  the  difference  in  sur- 
vival were  due  to  experimental  variation,  rather 
than  to  any  significant  interface  effect  in  plastic 
or  glass. 

In  an  early  test  of  the  effect  of  air  transporta- 
tion on  refrigerated  blood  in  glass  containers, 
Gilbson  et  al./^  concluded  that  “post-transfusion 
survival  was  as  good  up  to  26  days  as  whole 
blood  in  ACD-1  maintained  in  depot  storage  at 
4°  C.  for  a similar  period.”  Judged  by  available 
laboratory  and  practical  criteria,  shaking  or  trans- 
port of  blood  in  glass  containers  does  not  affect 
red  cell  survival. 

Platelets— A number  of  reports^”’  ’’’  claimed 
superior  preservation  of  platelets  in  plastic  or 
siliconized  glass,  as  compared  with  ordinary 
glass,  but  more  recent  evidence®^’  indicates 


TABLE  5.  Effect  of  Air  Interface  and  Shaking  on  24- 
hour  Survival  of  Red  Cells  Transfused  After 
20-22  Day  Storage^® 


Storage  Before 

Average  Survival(%) 

1-hour  Mechanical 

Shaking® 

Plastic 

Glass 

Control  (no  shaking) 

85 

69 

0 days 

80 

76 

10  days 

71 

71 

20-22  days 

72 

72 

Total,  with  shaking 

74 

73 

“Blood-air  interface  present 

in  all  tests. 
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that  there  is  no  significant  difference.  Kievans^® 
has  concluded  that  “Stored  platelets  lose  their 
ability  to  survive  in  direct  proportion  to  the 
time  of  storage.  Survival  of  fresh  platelets  was 
not  adversely  affected  by  the  use  of  uncoated 
glass  containers.” 

Air  Embolism— Injection  of  oxygen  or  air  into 
glass  containers  to  speed  the  rate  of  blood  flow 
has  properly  been  considered  hazardous,  and 
the  safety  of  the  compressible  plastic  bag  has 
rightly  been  emphasized^^.  With  glass  contain- 
ers, air  embolism  can  also  be  avoided,  simply 
by  using  one  of  the  disposable  recipient  sets  sup- 
plied with  an  in-line  pump  or  in-line  pressuriz- 
ing device,  together  with  a large  (15  or  16  gauge) 
needle. 

Separation  of  Blood  Components— A real  ad- 
vantage is  offered  by  the  ingenious  plastic  bag 
with  attached  satellite  bags,  permitting  transfer 
in  a completely  closed  system®,  for  the  prepara- 
tion of  packed  red  cells,  plasma,  separated  plate- 
lets, and  pediatric  doses  of  whole  blood,  as  well 
as  for  plasmapheresis.  The  closed  system  per- 
mits a full  21-day  storage  of  packed  red  cells 
instead  of  the  24-hour  limit  in  glass  or  single  plas- 
tic bags.  On  the  other  hand,  the  claimed  manip- 
ulative advantages  of  plastic  have  been  chal- 
lenged by  Sturgeon^®  on  the  basis  of  10  years’ 
experience  with  several  thousand  plasmaphereses 
using  siliconized  glass  containers.  Similarly,  sedi- 
mented cells  can  be  administered  from  glass  at 
any  time  during  the  21-day  dating  simply  by 
allowing  the  container  to  hang  inverted  for  an 
hour  to  settle  the  cells;  the  transfusion  is  then 
stopped  when  the  plasma  layer  is  reached^ 
Preparation  of  buffy  coat-poor  blood  in  glass^® 
and  plastic^^  has  been  reported,  with  equally 
satisfactory  results. 

Costs— It  is  generally  agreed  that  the  plastic 
bags  increase  the  overall  cost  per  unit  of  blood 
because  of  increased  labor  costs,  due  to  the  in- 
tricacies of  handling  plastic  bags,  as  well  as  in- 
creased unit  cost  of  plastic  bags  over  glass  con- 
tainers, and  the  cost  of  re-usable  equipment  such 
as  sealers,  scales,  and  other  devices.  On  the  other 
hand,  revenue  may  be  augmented  through  the 
recovery  for  separate  use  of  plasma  and  plate- 
lets, and  through  the  21-day  use  of  packed  red 
cells.  Efforts  to  find  published  cost  figures  have 
been  unavailing,  but  our  estimates  suggest  that 
conversion  to  plastic  bags  might  increase  our 
cost  by  as  much  as  $1.00  per  unit.  There  is  an 


obvious  need  for  accurate,  detailed  cost  data, 
like  those  published  on  plastic  syringes®®.  Each 
blood  bank  considering  plastic  bags  would  be 
well  advised  to  calculate  the  impact  on  its  over- 
all costs  before  committing  itself  to  the  invest- 
ment and  personnel  training  program  required. 

Discussion 

With  respect  to  the  major  factors  affecting 
patient  safety  and  therapy— contamination,  pyro- 
genic reactions,  preservation  of  red  cells  and 
platelets— the  evidence  for  plastic  fails  to  sus- 
tain the  burden  of  proof  of  superiority.  Thus, 
the  choice  between  plastic  bags  and  glass  con- 
tainers lies  in  an  evaluation  of  other  advantages 
and  disadvantages.  The  advantages  of  plastic 
bags  which  find  general  support  in  the  litera- 
ture and  civilian  blood  bank  experience  are: 
more  convenient  separation  of  blood  components 
in  a closed  system,  full  21-day  dating  for  packed 
cells,  and  safety  and  ease  of  pressure  transfusions. 
Since  the  requirements  for  blood  component 
therapy  are  met  by  less  than  15  to  20%  of  the 
blood  collected  by  most  large  community  blood 
banks,  the  advantages  of  separation  convenience 
appear  to  be  of  rather  limited  value  and  may 
be  best  handled  by  having  both  types  of  con- 
tainers available. 

The  points  of  view  held  by  many  concerned 
with  blood  banking  have  recently  been  sur- 
veyed by  Sturgeon®'’,  who  concludes:  “The  im- 
pression I gained  from  most  expert  transfusion- 
ists  is  that  the  advantages  of  the  plastic  container 
boil  down  to  ‘a  bag  of  little  tricks’  most  of  which 
could  be  incorporated  in  a glass  system.  The 
only  real  advantage  with  the  plastic  bag  lies 
in  its  compressibility.  This  permits  squeezing 
out  plasma  after  centrifugation  and  similar 
manipulations  without  potential  of  further  con- 
tamination. These  advantages  must  be  con- 
trasted with  the  disadvantages  of  awkward 
handling,  necessity  of  extra  accessories  such  as 
scales,  paper  boxes,  crimpers  or  sealing  devices, 
and  the  like.  The  manipulations  are  required 
for  all  units,  not  just  the  10%  used  for  fractions. 
All  of  this  means  more  time  for  handling  and  re- 
duces the  output  capacity  of  a blood  bank.” 
Other  problems  encountered  with  the  use  of 
plastic  include:  presence  of  pinpoint  holes  or 
faulty  seams;  inadequate  volume  of  pilot  samples 
in  segments  of  donor  tubes;  leakage  of  automatic 
shut-off  devices,  causing  excessive  blood  to  be 
drawn®®;  difficulty  of  applying  labels  neatly’;  ac- 
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cidental  puncture  of  the  filled  bag  by  the  recipi- 
ent set  spike;  splitting  of  bags  during  centrifuga- 
tion and  during  handling  of  frozen  plasma;  and 
need  for  a vapor  barrier  casing  for  liquid  plasma 
storage^”.  Recent  evidence'*^  suggests  that  fi- 
brinolysis in  patients  undergoing  extracorporeal 
circulation  may  be  more  frequent  with  the  use 
of  blood  from  plastic  bags. 

For  military  requirements  plastic  bags  offer 
the  logistic  advantage  of  greatly  reduced  weight 
and  space.  For  civilian  donor  centers,  however, 
the  claim*  that  transportation  costs  are  only  25% 
of  the  costs  with  glass  is  misleading.  Shipping 
charges  to  blood  banks  are  normally  absorbed  by 
the  manufacturer.  On  most  routine  shipments 
from  blood  banks  to  hospitals,  a minimum  charge 
is  imposed  by  truck,  rail,  and  air  shippers  which 
is  but  rarely  exceeded,  whether  the  blood  be  in 
glass  or  plastic. 

The  rapid  build  up  of  large  quantities  of  blood, 
when  military  action  against  Cuba  was  immi- 
nent, served  to  emphasize  the  complex  technique 
required  with  present  plastic  bags  and  the  need 
for  thorough  retraining  of  personnel.  Hartney'*^ 
recently  reported:  “The  bags  were  hung  from 
wire  racks  to  permit  inspection  during  storage; 
a significant  number  of  units  were  impounded 
as  unsuitable  for  use.  Units  impounded  were 
those  exhibiting  clotting  in  the  donor  tubing 
and/or  the  bags,  excessive  hemolysis  in  the 
supernatant  plasma*,  abnormal  amounts  of  air 
in  the  bag,  loose  knots  in  the  donor  tubing,  pilot 
tubes  broken  in  transit*,  and  those  exhibiting 
icteric  or  greenish  plasma*.  The  hazards  of  loose 
donor  tubing  knots  were  demonstrated  experi- 
mentally b bacterial  inoculation  of  motile  ba- 
cilli above  the  knots  and  demonstration  of  their 
growth  on  the  opposite  side  of  the  knot;  a good, 
tight,  ‘white’  knot  was  an  effective  bacterial  bar- 
rier. Electronic  seals  also  were  not  infallible, 
since  occasionally  forceful  stripping  of  the  donor 
tubing  towards  the  seal  could  result  in  failure 
of  the  seals  at  the  thin  corner  portion.  Most  of 
the  difficulties  were  considered  technical  in  ori- 
gin; they  were  not  numerically  sufficient  to  haz- 
ard the  blood  program,  but  do  point  out  the 
need  for  strict  adherence  to  standard  practices 
when  blood  must  be  collected  under  conditions 
of  duress.  A combination  of  a tight  white’  knot 
together  with  an  electronic  seal  was  considered 
the  most  practical  approach  to  closing  the  donor 
tubing.” 

380 


Conversely,  glass  containers  offer  well-known,, 
time-tested  advantages.  In  contrast  to  plastic 
bags,  their  rigidity  permits  them  to  stand  with- 
out support  and  makes  their  handling  easier 
throughout  bleeding,  processing,  labeling,  stor- 

“Note:  The.se  problems  also  occur  with  glass  containers. 

age,  shipment  and  administration;  and  their 
graduations  permit  the  volume  of  blood  to  be  de- 
termined at  a glance  at  any  time  during  bleeding 
or  administration. 

The  introduction  of  ACD  solutions  extended 
the  storage  period  of  blood  from  5 days  to  21 
days,  giving  a significant  improvement  in  blood 
preservation  with  no  change  in  operating  tech- 
niques and  no  increase  in  cost.  It  was  therefore 
universally  adopted  within  a short  time.  Simi- 
larly, siliconizing  of  glass  has  been  widely  adopt- 
ed because  of  possible  improvement  in  blood 
quality,  without  a change  in  technique.  On  the 
other  hand,  the  plastic  bag  calls  for  considerable 
revisions  in  procedures  and  equipment  without 
significant  advantages  over  glass,  and  carries 
with  it  certain  problems  and  disadvantages,  in- 
cluding a higher  cost  for  most  blood  banks. 
Since  blood  banks  have  a mandate  to  provide  for 
patients  the  best  unit  of  blood  or  blood  com- 
ponent, at  the  lowest  cost,  we  concur  with 
Mathieson“  who  stated,”  . . . since  glass  bottles 
came  first,  most  persons  concerned  with  blood 
transfusion  services  are  reluctant  to  change  the 
entire  system  for  questionable  gains  and  some 
disadvantages.” 
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Double-Blind  Method  — Short  Cut  to  Nowhere? 

The  dopible-blind  method  is  an  expensive  device  (expensive  in  terms  of  the 
cost  in  effort  and  of  the  low  yield  of  information)  vised  in  the  hope  — often 
the  vain  hope  — of  obtaining  a quick  answer  to  the  simple  question  of  a drug’s 
effectiveness  in  restricted  circumstances  It  can  be  justified  only  as  a means 
to  be  used  by  understaffed  and  overworked  government  agencies  who  have 
been  given  the  impossible  task  (written  into  law  by  well-meaning  but  ill-informed 
legislators)  of  stating  which  drugs  are  effeetive  and  which  are  not.  In  the 
evaluation  of  drugs,  or  of  anything  else  in  medicine,  there  is  no  substitute  for 
extensive  minute  observations  made  closely,  continuously,  and  for  long  periods 
under  conditions  as  much  like  those  of  ordinary  practice  as  possible.  — M.  D. 
Altschule,  M.D.,  in  Medical  Science,  15:  12,  (Dec.)  1964. 


Maij,  1965 


381 


THIRTY-FIVE 

YEARS 

CURING  DOCTORS 
CARS 

Loaners  Always 
Available 


TONY  COURY 


525  WEST  MAIN 
MESA.  ARIZONA 


Hygroton® 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

="Swartz,  C.,  et  al.:  Circulation 
28:1042,1963. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 
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leavy  weight 


^ygroton* 

rand  of  chlorthalidone 


In  terms  of  sodium  excretion,  2 tablets  of  Hygroton, 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent-though  not  significantly-than  4 
tablets  of  hydrochlorothiazide.*  Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  brand 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
wider  intervals  than  with  any  other  diuretic. 


In  anxiety 
states: 
BandC 
vitamins 
are  therapy 




Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adu 

ts,  1 capsule 

daily,  for  the  treatment  of 

vitamin  defi- 

ciencies.  Supplied  in  decorative  “re- 

minder”  jars  of  30  and  100; 

bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Parents . . . Grandparents . . . 

Give  the  children  a gift  that 

GUARANTEES  THEIR  INSURABIIITY 
FOR  UP  TO  $25,000 


PLUS 

$1,000 

INSURANCE 

PROTECTION 

FOR  ONE  $50 

PAYMENT 

HBA'S  DESIGNOLIFE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  0 to  15 Vi  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  On  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 
31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 


Doctor  — You  Know  The  Importance  Of  Guaranteed  Insurability 
THE  CHILDREN  WILL  THANK  YOU! 


Send  for  / Y J/  \ free  folder 

THEIHBAILIFE 

INSURANCE  COMPANY 

Phone  258-4885 

TUCSON  MA  3-2421 


I The  HBA  Life  Insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 
I Please  send  folder  on  Designolife  Youth  Estate! 

I Name  

Address  - 

City  State  

I 

MESA  WO  4-5668 
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Suilil  y^uf  estate 

iitStea4  ^ MlleetiHf  tent  neeipts 


I have  a choice  piece  of  land  near  Park  Central 
St.  Joseph's  Hospital  which  I will  lease  or  sell  with 
full  subordination.  If  you  lease,  you  may  have  an 
option  to  purchase  at  less  than  appraised  market 
value.  If  you  purchase,  you  may  do  so  with  a low 
low  down  and  long  repayment  terms. 

Prime  Medical  office  space  now  leases  for  five 
dollars  or  more  per  square  foot.  You  can  own 
your  own  building  for  considerably  less  than  this. 
You  deduct  ground  rent,  mortgage  interest,  and 
depreciation  for  income  tax  purposes. 


What  are  your  chances  of  building  an  estate  and 
real  financial  security  for  your  family?  They 
are  excellent  if  you  can  acquire  a tax  shelter 
such  as  depreciation  or  capital  gains  to  protect 
your  income. 

If  you  would  like  to  own  your  own  medical 
building,  built  to  your  specifications  and  with 
no  cash  investment,  you  can  now  have  the  op- 
portunity. 


You  own  your  own  building  for  less  than  what  you  pay  in  rent.  You  build 
ownership  in  a very  valuable  piece  of  real  estate.  You  literally  build  your 

estate  each  day  you  go  to  the  office. 


This  is  something  you  must  inquire  Into.  Call  me, 
Don  Maling,  at  277-7087,  for  further  information  or 
write  to  the  Maling  Development  Company,  P.  O.  Box 
7615,  Phoenix,  Arizona  85011. 
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The  committee  room  was  dreary, 
But  I tried  to  look  my  best. 
They  fi.xed  me  with  a stony  stare 
As  they  asked  for  my  request. 


As  only  a lowly  doctor, 

A servant  of  the  state 
Td  never  been  before  them, 
But  to  day  it  was  my  fate 


EDITOR’S  PAGE 


“I  have  a new  idea. 

To  help  to  sooth  your  patience. 

To  help  you  help  the  doctors 

With  their  problems  with  their  patients. 

“It’s  all  here  on  this  paper 
Revolutionary  it  may  be 
But  helpful  to  the  doctors. 

And  patients  you  may  agree.” 

Aly  idea  simply  stated 
Said,  “Why  not  ask  physicians 
To  help  on  your  commission 
To  help  with  patient’s  problems  along 
with  politicians?” 


To  stand  here  now  and  stammer, 
My  request  clutched  in  my  hand, 
“You  see,  sir,  we,  the  doctors 
Have  problems  in  the  land. 

“The  patients  on  our  panel 
Increase  more  than  our  ranks 
We  cannot  treat  their  ailments 
Only  check  forms,  and  fill  in  blanks. 


“Ideas,  now,”  they  told  me 
“Come  not  from  single  men, 

But  only  from  committees 
Numbering  never  less  than  ten.” 

My  request  they  studied  quickly 
Then  explained  with  voice  unmoved 
“Too  individual  in  this  year  2000,” 

And  they  stamped  it  “Not  Approved!” 

Robert  F.  Lorenzen,  M.D 
Editor 
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Robert  F.  Lorenzen,  Editor  Address  all  coiTespondence  to  the  : . • 

Mr.  Bruce  E.  Robinson  ...Managing  Editor  Journal  Offices 

Mrs.  Evelyn  Kuebler  ......  Editorial  Secretary  P.  O.  Box  128.  Scottsdale,  Arizona 

Bruce  E.  Uobinsori 

ASSISTANT  EDITORS  Business  Manager 

Original  Articles  Eastern  Representative 

Mayer  Hyman,  M.D.  Preston  I-  Taylor,  M.D.  John  L.  Murphy,  Sales  Director 

Kenneth  Johnson,  M.D.  State  Medical  Journal  Advertising  Bureau 
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R.  Lee  Foster,  M.D.  William  B.  McGrath,  M.D  “The  m..terial  in  this  journal  is  not  copyrighted.  We  ask 

Tohn  R Green  M D Leslie  B.  Smith,  M.D.  that  anyone  using  material  from  it  note  the  previous  publica- 

’ John  W.  Kennedy,  M,D.  fion  in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

. , rrT-  The  Editor  sincerely  solicits  contributions  of  scientific  arti- 

ASSOCIATE  EDITOR..  publication  in  ARIZONA  MEDICINE.  All  such  con- 
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READ  BETWEEN 


WE  CARE 


ON  COSTS 


a new 


Blue  CROSS  ^ 
blue  Shield 


PHOENIX  I TUCSON 


When  all  things  are  considered,  the 
cost  of  hospital/medical-surgical 
care  as  provided  by  Blue  Cross/ 
Blue  Shield  is  lov\/.  4 The  fact 
that  a major  portion  of  this 
coverage  is  the  furnished  service 
itself,  rather  than  a set  cash  allow- 
ance, makes  this  cost  even  lower 
to  you,  in  many  instances,  and  the 
coverage  more  extensive.  ^ For 
example,  such  service  type  cover- 
age provides  such  things  as  the 
following  . . . Operating  room, 
x-rays,  approved  drugs  and 
medicines,  laboratory,  etc.  4*  And 
speaking  of  things  that  are  low,  the 
operating  expenses  for  the  com- 
bined plans  during  1963  were 
approximately  7 percent  of  the 
Blue  Cross/Blue  Shield  income, 
making  it  one  of  the  lowest  among 
all  Blue  Cross/Blue  Shield  plans 
throughout  the  nation,  and  far 
lower  than  any  insurance  company. 

4 Last  year  was  a record  year 
for  Blue  Cross/Blue  Shield,  paying 
out  $15,057,397.37  in  benefits  for 
members  in  Arizona  alone.  Since 
the  plan  began,  nearly  $100  million 
has  been  paid  to  provide  care  for 
members.  ^ We  would  like  to 
also  point  out  in  addition  to  the 
group  coverages,  that  there  are 
coverages  for  Non-Group  and 
Senior  Citizen  categories  alike.  If 
you  qualify  for  these  categories, 
you  just  may  be  interested  in  such 
type  of  enrollment. 


LOW  ON  COSTS  LOW  ON  COSTS  LOW  ON  COSTS  LOW  ON  COSTS  LOW  ON  COSTS  LOW  ON  COSTS 
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one  place  your  hay-fever  patient  doesn't  need 
ORNADE'^  (unless  he  has  a cold) 

Trademark  ' 

Each  capsule  contains 

8 mg  of  pidrin®  (brand  ...but  if  vour  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  j kj  j j ^ 

maieate),50  mg  of  phenyl-  sneezing,  Weeping  ancJ  nasal  congestion  for  24  hours  with 

propanolamine  hydrochio-  kj  ^ 

ride.  and  2.5  mg.of  isopro-  Qpe  'Omacde’  SpanSUlo®  brand  sustained  release  CapSUlo  o12h 
pamide,  as  the  iodide.  ^ ' 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 


May,  1965 


889 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran^ 
quilizer— Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint— convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in 
mind  for  all  your  emotionally  distressed  patients— from 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxiety 


Rx 


Ala  RAX» 


(hydroxyzine  HCI) 


tablets 

syrup 

parenteral 


. . . In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 

Nev/  York,  New  York  10017 


Side  effects  and  precautions:  The  transitory 
drowsiness  which  may  occur  with  hydroxyzine 
HCI  usually  disappears  spontaneously  in  a few 
days  with  continued  therapy,  or  is  correctable 
by  dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  with  higher  doses.  Involuntary  motor 
octivity  has  been  reported  in  hospitalized 
patients  on  higher  than  recommended  doses. 
Hydroxyzine  HCI  may  potentiate  CNS  depres- 
sants, narcotics  such  as  meperidine,  barbitu- 
rates, and  anticoagulants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased. 
Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operat- 
ing dangerous  machinery.  Parenteral  Solution 
Precautions  and  contraindications:  This  dosage 
form  is  intended  only  for  I.AA.  or  I.V.  adminis- 
tration and  should  not,  under  any  circum- 
stances, be  injected  subcutaneously  or  intra- 
arterially. When  the  usual  precautions  for  I.M. 
injection  have  been  followed,  reports  of  soft 
tissue  reactions  have  been  rare.  I.V.  adminis- 
tration should  be  slow,  no  faster  than  25  mg. 
per  minute,  and  should  not  exceed  100  mg.  in 
lany  single  dose.  Particular  care  should  be  used 
to  insure  injection  only  into  intact  veins;  a few 
instances  of  digital  gangrene  occurring  distal 
to  the  injection  site  have  been  attributed  to 
inadvertent  intraarterial  injection  or  periarte- 
rial extravasation,  both  of  which  should  be 
avoided.  More  detailed  professional  informa* 
tion  available  on  request. 


Baptist  Medical  Center 

HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

EAMILY  DOCTOR 

lohn  A.  Martin  III,  M.D. 

Edward  A.  Wilson,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

George  H.  Mertz,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Rov  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

ORAL  SURGERY 

Ralph  G.  Peterson,  D.D.S. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Edward  E.  Conn,  M.D. 

Willard  S.  Hunter,  M.D. 

PATHOLOGY 
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in  theory, 
allergy  begins 
like  this: 


in  allergy. 

Dimetane^  EMtentabs^ 

(brompheniramine  maleate,  8 mg.  &12  mg.) 


When  antigens  invade  the  body,  antibodies, 
formed  chiefly  by  plasma  cells,  may  become 
attached  to  mast  cells.  If  the  same  antigen 
reappears  and  reacts  with  the  antibodies, 
the  mast  cell  disrupts  (as  pictured  below). 
Subsequently,  the  “exploding”  mast  cell 
deposits  granules  of  bound  histamine  or 
histamine-like  substance  in  inter- 

cellular spaces.  ^ 


Robins 


work  with  no  more 
sedation  than  placebo* 


Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 
Schiller,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 

BRIEF  SUMMARY:  Contraindications:  Hypersen- 
sitivity to  antihistamines.  Not  recommended 
for  use  during  pregnancy.  Precautions:  Until 
response  is  determined,  patient  should  be 
cautioned  against  engaging  in  mechanical 
operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions,  including  skin  rashes, 
urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available:  conventional  tablets 
(4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc. 


A.  H.  ROBINS  CO.,  INC. 
Richmond,  Virginia  23220 


basic  therapy  in  low-back  pain:  bed,  board,  heat 

Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are 
another  common  recommendation. 
And  most  investigators  consider  heat 
beneficial— moist  heat  in  particular.i-5 


and 


Robaxi  ri-750 

(rnGthocsrbsrnol  750  itiq.) 


It  has  been  noted  that  low-back  disorders  fre-  m 
quently  . . are  caused  by  truly  mechanical  condi- 
tions which  yield  to  conservative  treatment.”^  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  . .muscle  relaxants  are 
useful  in  chronic  as  well  as  acute  low  backaches.”^ 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”®  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants 

A well-tolerated’^  skeletal  muscle  relaxant  with 
“specificity  of  action,’”^  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation'^— a considerable  advantage  for  the 
patient  who  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
laxant “early  and  in  adequate  dosage.”®  In  this 
regard,  Robaxin  (meth.oca.rhamo\)  — particularly  in 
the  750  mg.  dosage  (2  tabs.  — offers  optimal 

therapeutic  benefits  without  a significantly  increased 
incidence  of  side  effects.  And  just  as  it  works  well  as 
part  of  the  basic  regimen  for  low-back  pain,  so  also 


does  Robaxin  (methocarbamol)  often  provide 
muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 

BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets : Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE  : Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  l.  Soto-Hall,  R.:  Med.  Sci.  U:23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News:  J.A.M.A.  185:39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26:82, 
1962.  5.  Larson,  C.B.:  Postgrad.  Med.  26:142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  167:163,  1958.  7.  Weiss,  M.,  and  Weiss,  S.:  J. 
Amer.  Osteopath.  Ass.  62:142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 
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EDITORIALS 


THE  CHILD  PSYCHIATRIST  AND  THE 
JUVENILE  DELINQUENT 

Irene  M.  Josselyn,  M.D. 


This  statement  was  approved  by  the  Arizona  Psychiatric  Society  as  the  official  position  of  that  organization 
As  you  are  undoubtedly  aware,  psychitarists  have  been  accused  of  being  “soft”  on  the  juvenile  delinquent, 
and  that  this  approach  by  our  discipline  as  well  as  other,  is  responsible  for  the  increase  in  juvenile  delin- 
quency. The  Arizona  Psychiatric  Society  would  like  to  have  its  stand  clarified  and  it  was  felt  that  an  ini- 
l>ortant  step  toward  this  end  was  to  reach  our  medical  colleagues,  as  well  as  to  have  reprints  available 
for  distribution. 


Psychiatrists,  and  people  in  allied  fields  have 
recently  been  under  direet  and  implied  attack 
in  Arizona  because  of  the  role  they  have  sup- 
posedly played  in  being  “soft”  on  the  juvenile 
delinquent.  In  one  sense  the  eriticism  has  been 
valid.  Arizona  has  limited  resonrees  for  hand- 
ling the  juvenile  delinquent;  if  he  is  psyehotic 
he  can  be  eommitted  to  the  State  Hospital;  if  a 
boy,  and  not  psychotic,  the  only  resouree  avail- 
able is  a correctional  institution  to  which  hard 
core  delinquents  are  sent.  For  girls  the  only 
resouree,  other  than  the  State  Hospital,  are  local 
facilities  that  are  not  equipped  to  handle  other 
than  the  fairly  compliant  child  whose  primary 
needs  are  to  get  away  from  an  inadequate  home, 
or  to  have  an  opportunity  to  separate  from 
undesirable  eompanions.  As  a result  of  this  sit- 
uation psychiatrists  have,  at  times,  undoubtedly 
recommended  that  the  authorities  risk  probation 
for  a ehild  even  though  there  were  at  best  only 
a fifty-fifty  chance  that  the  delinquent  behavior 
would  stop.  Such  recommendations  are  based 
upon  the  probability  commitment  to  the  state 
correctional  institution  would  mean  a greater 
than  a fifty-fifty  ehanee  that  the  child  would 
continue  in  his  delinquent  behavior  after  dis- 
charge. In  the  case  of  girls,  with  a few  excep- 
tions, there  is  no  alternative  to  that  of  the  girl 
remaining  in  the  community. 

Psychiatrists  have  not  been  “soft;”  they  have 
recommended  for  a group  of  delinquents  the 
choice  of  the  lesser  of  two  appalling  evils. 

Psychiatrists,  perhaps  more  than  any  other 
professional  group,  are  very  aware  of  the  value 

This  paper  was  presented  by  the  Child  Psychiatry  Committee 
of  the  Arizona  Psychiatric  Society  at  the  October  17,  1964 
meeting. 


of  punishment;  they  are  also  aware  that  punish- 
ment if  unwisely  determined  or  over-severe  can 
have  serious  negative  repercussions.  Further- 
more, punishment  alone  will  often  fail  to  bring 
about  the  results  sought.  The  latter  point  is 
particularly  true  with  a ehild  whose  pattern  of 
behavior  has  become  that  of  delinquency.  Thus, 
psychiatrists  on  the  whole  have  felt  that  punish- 
ment geared  to  what  is  rational  and  will  be 
meaningful  to  the  delinquent  should  be  aug- 
mented with  a program  for  the  rehabilitation 
of  the  ehild. 

Juvenile  delinqueney  is  a serious  problem  not 
only  in  terms  of  the  individual  delinquent;  it  is 
a source  of  immediate  and  future  expense  to 
society.  More  importantly,  it  leads  to  present 
and  future  tragedies  for  the  vietims  of  the  de- 
linquent-criminal individual.  It  is  certainly  un- 
sound for  the  individual  delinquent,  for  society, 
and  for  economic  reasons  to  be  placid  about  the 
young  juvenile  delinquent  who  chronically  tru- 
ants from  home  or  school,  steals  from  loeal 
stores  or  homes,  or  beeomes  involved  in  sexual 
aberrances  since  that  individual,  in  addition  to 
the  present  diffieulties  he  is  causing,  may  ulti- 
mately be  responsible  for  more  serious  crimes. 
Where  it  is  applicable,  the  psychiatrist  should 
emphasize,  rather  than  minimize,  the  dangers 
of  certain  types  of  delinquency. 

The  psychiatrist,  as  a result  of  training  and 
experience,  understands  more  than  do  other 
groups  of  people  the  psychological  factors  that 
contribute  to  a pattern  of  delinquent  behavior 
in  children.  They  should  be  able  to  translate 
those  factors  into  total  treatment  planning  and 
psychotherapy.  The  psychiatrist  working  with 
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delinquents  must  also  remain  acutely  aware  of 
his  responsibility  to  society,  and,  if  the  child’s 
delinquent  behavior  is  of  a socially  serious 
nature,  and  not  readily  reversible,  he  should  not 
hesitate  to  recommend  that  the  child  be  isolated 
from  society  until  such  time  as  there  is  some 
assurance  that  the  delinquent  behavior  will  not 
be  repeated.  The  psychiatrist’s  equally  important 
goal  is  to  provide  psychotherapy  for  the  under- 
lying neurosis  or  character  disorder  present. 
While  the  two  goals  are  pursued  synchronously 
in  most  cases,  the  psychiatrist  must  realize  that 
in  certain  instances,  the  protection  of  society 
takes  unequivocal  precedence  over  treatment 
goals  (but  not  excluding  such  goals). 

Psychiatrists,  on  their  own  initiative,  should 
not  assume  or  allow  others  to  delegate  to  them 
sole  responsibility  for  the  treatment  of  most 
delinquent  juveniles.  There  are  those  cases  where 
the  delinquent  behavior  is  determined  totally 
by  the  neurotic  difficulties  of  the  individual  and 
psychotherapy  is  the  essential  approach  to  the 
problem.  But  except  perhaps  in  cases  of  sexual 
delinquency  these  types  are  relatively  rare.  On 
the  other  hand,  there  are  probably  equally  few 
cases  of  delinquency  in  which  there  is  not  a 
neurotic  element.  Treatment  for  the  delinquent 
juvenile  usually  requires  the  interdigitated  work 
of  many  disciplines  and  an  environment  that 
is  conducive,  or  can  be  made  conducive,  to 
modification  of  the  behavior  of  the  child. 

The  two  primary  responsibilities  of  the  psy- 
chiatrist in  his  work  with  the  delinquent  indi- 
vidual are: 

1)  To  integrate  the  knowledge  about  the  child 
and  his  environment  obtained  from  others 
and  from  his  own  impression  of  the  child 
gained  from  individual  interviews,  into  a 
formulation  that  clarifies  to  the  extent  our 
knowledge  permits  the  causative  factors 
of  the  child’s  delinquency,  and  the  steps 
that  should  be  taken  to  maximize  the 
possibility  of  the  child’s  behavior  being 
modified. 

2)  Provide,  or  continually  direct  therapy  for 
the  child.  This  may  involve  psychotherapy; 
it  may  involve  consultation  with  those  who 
are  the  therapeutic  agents  such  as  institu- 
tion personnel,  parents,  school,  church, 
recreation  facilities  or  any  other  part  of 
the  child’s  day  by  day  life. 

With  the  above  concepts  in  mind  the  Com- 


mittee on  Child  Psychiatry  of  the  Arizona  Psy- 
chiatric Society  formulated  the  following  pos- 
sible actions  to  be  taken  by  the  Society,  and  by 
its  individual  members. 

1)  It  should  be  communicated  to  the  general 
public  that  our  group  believes  that  when 
the  behavior  of  an  individual  is  a serious 
threat  to  the  rights  of  others,  the  rights  of 
others  supercedes  the  rights  of  the  deviant 
individual.  However,  the  deviant  individual 
should  not  be  “disregarded”  but  rather 
should  have  the  type  of  help  that  would 
most  likely  enable  him  to  become  an  ac- 
ceptable and  effective  member  of  society. 

2)  It  should  be  communicated  to  the  general 
public  that  help  for  the  deviant  individual 
must  be  intelligently  planned  so  that  it 
will  be  applicable  to  the  particular  case 
under  consideration.  For  example: 

a)  Many  delinquent  juveniles,  particularly 
those  who  are  apprehended  for  the  first 
time,  can  and  should  remain  in  the  com- 
munity. However,  if  they  do  so  the  com- 
munity must  provide  help  for  the  child 
in  terms  possibly  of  psychotherapy,  but 
also  educational  guidance,  recreational 
facilities,  contact  with  adults  construct- 
ively meaningful  to  the  child,  and  paren- 
tal guidance. 

b)  Another  group  of  juvenile  delinquents 
will  be  unable  to  respond  positively  to 
any  help  offered  as  long  as  he  remains 
in  his  home  and  community,  but  it 
would  be  anticipated  could  be  helped 
in  a controlled  environment. 

c)  Certain  “hard-core”  delinquents  require 
long-time  custodial  care  during  which 
time  vocational  training  opportunities,  as 
well  as  help  in  attaining  a social  re- 
orientation, is  indicated. 

3)  We  should  take  a more  active  role  as  a 
group  and  as  individuals  in  interpreting  to 
the  community  the  nature  of  some  of  the 
steps  that  should  be  taken  to  provide  the 
protection  that  society  deserves.  This 
would  involve: 

a)  A case  finding  program. 

1)  Many  children,  prior  to  acting  out 
delinquently,  behave  in  a way  that 
suggests  future  delinquent  patterns. 
Case  findings  in  regard  to  these  are 
primarily  the  responsibility  of: 
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a)  Parents  who  are  concerned  about 
their  child. 

b)  School  personnel  who  become 
aware  of  early  signs  of  disturbance. 

c)  Other  social  agencies  including 
family  service  agencies,  child  care 
agencies,  welfare  agencies,  church- 
es and  recreation  centers  that, 
through  their  contact  with  the  fam- 
ily or  the  individual  child  can  be- 
come alert  to  incipient  problems. 

b)  A Child  Guidance  Clinic,  or  all-purpose 
clinic  with  people  available  to  work  with 
the  pre-delinquent  group,  as  well  as  those 
children  who  have  become  delinquent  but 
who  it  is  believed  will  respond  to  multi- 
faceted therapy  while  remaining  at  home. 
Such  an  organization  should  be  of  the  na- 
ture of  a child  guidance  clinic  or  a psychi- 
atric clinic,  providing  at  least  the  minimal 
team  of  psychiatrist,  psychologist  and  social 
worker,  all  specifically  trained  to  work 
with  children  and  families. 

c)  Adequate  number  of  trained  probation  of- 
ficers to  work  with  the  child,  and  the 
resources  in  the  child’s  environment,  if 
the  child  is  placed  on  probation. 


d)  An  intermediate  institution  which  would 
be  available  to  the  Court  when  children 
manifesting  delinquent  behavior  are  be- 
lieved to  be  rehabilitatable  under  desirable 
conditions,  but  who  either  live  in  a home 
or  neighborhood  that  would  be  a counter- 
influence to,  or  ineffectual  in  a rehabilita- 
tion program;  or  the  child’s  behavior  is 
considered  at  present  to  be  so  patterned 
that  until  modifications  in  that  pattern  can 
be  developed  it  would  be  anticipated  that 
he  would  continue  to  be  a danger  to  so- 
ciety. This  institution  should  be  staffed  by 
people  who,  and  directed  by  a philosophy 
that  would  provide  facilities  offering  the 
optimum  help  to  the  child.  Professional 
personnel  should  be  at  the  same  time  avail- 
able to  work  with  the  family  and  home 
environment  to  which  the  child  will  return 
and  to  help  the  child  adjust  to  that  environ- 
ment after  he  is  discharged  from  the 
institution. 

e)  Continual  support  of  the  correctional  insti- 
titution  for  those  cases  that  it  is  anticipated 
will  need  long-time  custodial  care  if  the 
individual’s  behavior  is  to  be  modified  and 
in  the  interim  society  is  to  be  protected. 


Death  by  Default 

The  public  must  be  protected  of  course,  but  isn’t  there  such  a thing  as 
over-protection?  Certainly  it  is  no  problem  to  prevent  the  introduction  of  any 
drugs  with  potentially  harmful  or  mildly  harmful  side-effects.  It’s  simple  — 
just  don’t  develop  any  new  drugs,  or  at  least  make  it  very  difficult  for  a new 
drug  to  be  tested  and/or  marketed.  The  only  difficulty  here  is  that  many  lives 
and  the  improved  health  of  many  others  would  be  lost  by  default,  that  is,  drugs 
that  could  be  of  benefit  would  never  be  developed.  This  is  just  as  wrong  as 
allowing  anything  and  everything  to  be  pushed  onto  the  drug  market.  For  the 
non-medically  orientated  it  is  quite  easy  to  understand  the  sad  results  of  a 
thalidomide  deformed  baby  but  far  less  easy  for  many  to  comprehend  the 
equally  sad  results  of  those  lives  that  can  be  lost  by  default.  — Joseph  P.  Schaefer, 
M.D.,  in  New  Physician,  13:  10,  (Oct.)  1964. 
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...and  in  previously  treated 
hypertensive  patients... 


Uh-huh. 


• . . 1 U O I I 1^  III^CIII  Cll  IC4 

from  135  to  112  mm.  Hg. 


Don’t  you  even  want  to  try  it,  Doctor? 


I’ve  already  got  eleven  patients 
doing  fine  on  Regroton. 


Regroton* 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 weeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 


Superior  to  other  antihypertensives 
in76  of  80  patients  in  a 2-year  study* 

severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Regroton  improved  response 
in  76  out  of  80... 


Why  didn’t  you  say  so  in  the 
first  place? 


Geigy 

Average  Dosage:  One  tablet  daily  with  breakfa; 
Availability:  Bottles  of  100  and  1000  tablets.  ^ ■ 

Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plu: 
reserpine  in  moderately  severe  and  severe  hyp- 
tension;  A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montre; 
June  14-19,  1964.  ; 

Geigy  Pharmaceuticals  ' 

Division  of  Geigy  Chemical  Corporation  j 

Ardsley,  New  York  RE-3455  i 


EDITORIALS 


NEEDED:  A HVMANISTIC  RATHER 
THAN  POLITICAL  CONSCIENCE 


The  debate  about  medieal  care  financing 
drones  on  year  after  year  and  some  legislation 
is  destined  to  find  its  way  through  Congress 
sooner  or  later.  If  any  substantial  answer  had 
been  found,  it  is  conceivable  that  it  would  have 
become  law  by  now.  The  only  conclusion  one 
can  reach  is  that  the  inadequacies  of  the  present 
proposals  are  too  flagrant  to  be  dismissed,  even 
by  desperate  vote  seekers. 

For  inadequate  is  precisely  what  the  present 
proposals  are.  Congress  at  the  moment  is  con- 
cerning itself  solely  with  health  care  for  the 
aged  when  other  groups,  just  as  worthy,  just  as 
exposed  to  economic  blight  and  just  as  needy, 
are  being  ignored.  In  I960  there  were  64  mil- 
lion people  under  17  years  of  age  and  only  16 V2 
million  65  years  and  over.  Half  of  the  families 
in  this  country  earn  less  than  $6,000  per  year, 
but  no  talk  of  medical  protection  for  the  younger 
group  has  furrowed  any  Washington  brow.  Yet 
the  only  real  long-term  investment  will  be  in 
this  younger  group.  To  be  brutally  frank,  as- 
suring everyone  of  a “medicated  survival”  upon 
retirement  is  not  economically  sound  and  may 
even  be  infringing  upon  basic  desires  and  rights. 

The  point  has  been  made  redundantly,  and 
with  no  opposition  from  any  source,  that  for  a 
man  to  retire  and  then  to  exhaust  his  life  sav- 
ings on  one  debilitating  illness  is  a cruel  reward 
for  a lifetime  of  work.  But  what  about  the 
young  man  who  can  also  be  prey  to  debilitating 
disease  and  who  may  not  yet  have  acquired  the 
savings  to  be  depleted  and  never  will  if  an  early 
catastrophic  disease  leaves  the  scar  of  great  in- 
debtedness? This  does  not  mean  that  the  aged 
should  be  disregarded  and  that  all  this  debate 
has  been  in  vain,  but  that  the  talk  has  been  re- 
stricted and  the  look  at  the  medical  needs  of 
the  country  too  narrow.  Health  Insurance  Asso- 
ciation of  American  in  the  Source  Book  of  Health 
Insurance  Data,  1963  has  pointed  out  that  “the 
rate  of  growth  of  persons  over  65  with  some 
form  of  health  insurance  has  increased  much 
faster  than  those  under  65.”  Surely,  when  the 
problem  has  been  solved  for  the  aged,  the  other 
needy  groups  are  deserving  of  protection  from 


the  same  peril  and  by  the  same  qualitative  form- 
ula. This  calls  for  social  conscience  rather  than 
political  expediency. 

In  one  large  western  hospital  50%  of  its  cur- 
rent bad  debts  were  incurred  in  its  obstetrical 
department.  Mothers  were  hospitalized  for  the 
births  of  their  children,  but  were  unable  to  pay 
for  their  stay.  If  they  were  able  to  afford  a 
minimum  of  insurance,  they  were  frequently 
unable  to  pay  anything  beyond  the  minimal 
coverage  their  insurance  afforded.  What  must 
happen  to  these  families  when  they  return  home? 
Is  any  preventive  medicine  practiced  on  the 
young  such  as  this?  Is  hospitalization  ever  in- 
dulged in  except  for  the  most  desperate  emer- 
gencies? An  interesting  statistic  is  recorded  in 
the  Source  Book  of  Health  Insurance  Data  for 
1963.  The  average  length  of  hospital  stay  for 
those  with  incomes  less  than  $2,000  was  11.4 
days  whereas  for  those  with  incomes  of  $4,000 
and  up  it  was  7.4  days.  One  can  safely  assume 
that  the  factors  of  malnutrition,  mental  health, 
possibly  a home  condition  that  demands  longer 
hospitalization,  plus  an  almost  total  absence  of 
physician’s  services,  would  account  for  more 
severe,  unyielding  illnesses  in  the  excessively 
poor.  This  does  not  have  a thing  to  do  with  age. 


Richard  L.  Durbin,  Administrator 
Tucson  Medical  Center 
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Statistics  such  as  these  indicate  that  there  are 
weaknesses  in  the  field,  that  some  whole  groups 
in  our  society  (almost  one-third  of  the  families 
in  this  country  earn  less  than  $4,000)  are  being 
discriminated  against.  Not  every  part  of  the 
system,  however,  is  bad;  there  is  much  good 
that  needs  to  be  emphasized  and  preserved. 
Let’s  look  at  some  of  these  good  things. 

Under  the  free  enterprise  system  hospitals 
provide  serviees,  staff  and  equipment  demanded 
by  the  public.  The  best  hospitals  attraet  the  best 
people  and  logically  give  the  best  care.  The 
law  of  supply  and  demand  controls  quality  and 
quantity  of  services,  but  the  eost  of  providing  it 
determines  the  price.  The  amount  of  money 
definitely  effects  cost.  Voluntary  and  state  con- 
trols are  already  established  and  there  is  no  need 
to  tamper  with  them.  Doctors  are  polieed  by 
their  hospital  affiliations  and  their  local,  state, 
and  national  societies.  Hospitals  are  policed  by 
loeal,  state,  and  federal  government  regulations 
through  licensing  and  inspection.  Who  set  up 
tissue  committees  in  hospitals,  eensure  boards 
of  medical  societies,  utilization  committees,  and 
requirements  for  licensing?  Not  the  federal  gov- 
ernment. It  was  done  voluntarily  by  the  groups 
involved.  The  quality  of  the  care  is  set  and  po- 
liced at  the  local  level  where  it  should  be. 

More  scientifie  achievements  seem  to  go  with 
the  system  of  free  enterprise.  A severe  criti- 
cism of  England’s  socialized  medicine  is  that 
when  funds  become  short,  the  first  thing  to  be 
curtailed  is  research.  Food,  maintenance,  sala- 
ries and  wages  must  be  the  first  to  be  dispatched. 
It  follows  that  this  kind  of  management  does  not 
encourage  creativity  and  independent  thinking. 

In  this  country  those  who  carry  insurance  are 
assured  of  medical  care.  They  are  not  turned 
away  and  are  not  subjected  to  the  means  test 
in  time  of  need.  There  is  no  diserimination  re- 
garding service;  a patient  can  choose  any  doctors 
he  desires  and  use  any  faeility  his  doetor  orders. 

What  happens  when  government  manages 
medicine  as  it  has  done  for  special  groups?  City 
and  county  hospitals  and  health  care  under  the 
Indian  Agency  are  good  examples  of  government 
management  on  several  levels.  In  all  these  cases 
the  real  factor  determining  the  quality  of  the 
care  is  the  politically  influenced  dollar.  Needs 
of  people  are  secondary.  Local,  state,  and  fed- 
eral health  agencies  purehasing  hospital  care 
other  than  their  own  have  rarely  paid  the  eost 


but  have  relied  on  voluntary  agencies  to  subsi- 
dize them.  The  Indian  Agency  ran  out  of  money 
this  year  three  months  before  its  budget  year 
was  ended  so  voluntary  hospitals  were  warned 
that  they  could  expect  no  payment  for  any  In- 
dian eases  who  might  appear.  Services  on  the 
reservations  were  likewise  curtailed. 

The  same  money  management  prevails  in 
many  city  and  county  hospitals.  In  one  specific 
city  hospital  in  the  South  eertain  costly  antibi- 
otics would  be  out  of  stock  on  about  the  20th 
day  of  each  month  and  they  would  remain  out 
of  stock  until  the  money  for  the  following 
month’s  budget  was  made  available. 

This  kind  of  government  medieine  is  bad  be- 
eause  it  praetices  discrimination.  The  poor,  and 
usually  the  non-whites,  are  given  inferior  medi- 
cal care.  There  seems  to  be  no  substitute  for 
free  enterprise  and  the  right  to  succeed. 

There  is,  however,  one  glaring  shortcoming 
in  the  free  enterprise  system,  and  that  is,  the 
financing  of  care;  prepayment  or  health  insur- 
ance seems  to  be  the  answer,  but  not  enough 
people  have  coverage.  Some  of  this  non-eover- 
age  is  due  to  ignorance;  but  there  is  another 
large  group  in  our  society  who  cannot  afford 
adequate  coverage.  Perhaps  they  could  afford 
to  pay  one-fourth  or  one-half  of  their  needs,  but 
adequate  health  insurance  comes  at  one  price 
and  when  they  can’t  afford  this,  there  is  no  al- 
ternative but  to  buy  none. 

Families  with  a history  of  robust  health  may 
be  willing  to  gamble  on  not  having  insuranee, 
but  heavy  users  are  not  likely  to  be  caught  with- 
out it.  In  one  southwestern  hospital  most  of  the 
patients  with  chronie  lung  diseases,  who  aver- 
age two  admissions  a year  of  10  to  12  days  each, 
purchased  their  insurance  from  Blue  Cross.  A 
large  membership  is  required  to  counterbalance 
this  block  of  users.  Unfortunately  for  the  com- 
pany, the  large  membership  was  nonexistent 
and  Blue  Cross  in  this  particular  state  was  in 
finaneial  trouble. 

When  both  use  and  cost  of  providing  service 
rise,  premiums  naturally  rise,  forcing  a marginal 
few  to  drop  their  coverage.  The  heavy  users 
will  not  let  their  insurance  lapse  and  so  the  unit 
eost  per  insurer  goes  up.  The  higher  the  cost 
spiral  goes,  the  more  members  drop  their  in- 
surance until  the  company  itself  founders. 

What  happens,  then,  to  the  people  who  drop 
their  insuranee  and  still  can’t  afford  to  pay  the 
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cost  of  their  medical  care?  Hospital  bad  debt 
rates  average  from  5%  to  10%  whieh  is  the  same 
bad  debt  rate  physieians  experience.  And  who 
makes  up  this  deficit?  The  paying  consumer. 

In  a country  as  wealthy  as  ours  there  is  no 
reason  for  any  portion  of  the  population  to  be 
without  adequate  health  care.  If  any  groups 
are  suffering  from  this  lack,  it  is  due  to  poor 
management  of  the  resources  involved.  Exist- 
ing in  the  present  system  are  all  the  component 
parts  needed  to  solve  the  problem  and  encour- 
age quality  and  quantity  of  health  care  for  all. 
But  each  citizen  must  do  what  he  can  for  him- 
self; government  must  assume  the  responsibility 
only  for  what  the  citizen  can’t  do  for  himself, 
and  the  entire  structure  must  be  broadened  so 
that  everyone  is  contributing  to  the  fund.  Vari- 
able pricing,  sometimes  called  the  Robin  Hood 
Theory,  in  which  those  who  can  afford  to  pay 
must  pay  enough  to  cover  those  who  can’t, 
should  go:  and  it  is  high  time! 

Contributions  for  this  care  through  Sociay  Se- 
curity is  not  the  answer  because  the  present 
King-Anderson  Bill  deals  with  a limited  number 
of  people  — namely,  the  aged. 

There  is  a monster  in  West  Virginia  fed  by 
the  Internal  Revenue  Service  that  keeps  track  of 
us  all.  There  are  few  secrets  about  our  financial 
life  that  we  can  withhold  from  it  and  the  penal- 
ties for  trying  are  severe  indeed.  Why  not  add 
one  more  duty  to  this  omniscient  machine  for 
here  is  the  broad  base  we  are  looking  for. 

Let’s  use  the  income  tax  system  to  determine 
ability  to  provide  health  insurance  and  to  act  as 
a collection  agency  for  financing  the  payments. 
This  continues  the  theory  of  the  means  test  but 
removes  it  from  the  actual  moment  of  need. 
Voluntary  health  insurance  for  everyone  would 
make  sure  that  enough  money  would  be  on  hand 
to  pay  for  health  care. 

Just  how  would  this  work?  The  personal  con- 
sumption expenditure  for  medical  care  for  1962, 
as  computed  by  the  Department  of  Commerce, 
was  6%.  Taking  this  arbitrary  number,  then, 
of  6%  of  income,  each  person  would  be  given 
a tax  deduction  on  his  tax  return  of  up  to  6% 
of  his  income  for  providing  health  insurance. 
For  instance,  a man  making  $10,000  would  be 
allowed  up  to  $600  for  an  exemption  if  he  pro- 
vided this  coverage.  A man  with  a lower  in- 
come would  be  given  a deduction  for  6%  also. 


providing  he  purchased  this  amount  of  health 
insurance.  The  man  who  could  afford  no  insur- 
ance would  be  entitled  to  the  same  insurance 
coverages  as  the  other  two  men,  but  his  prem- 
iums would  be  subsidized  by  government  at 
some  level,  perhaps  state.  Subsidization  would 
be  done  through  already  existing  agencies— com- 
mercial insurance  companies  and  Blue  Cross 
government  programs  already  in  existence  such 
as  Kerr-Mills;  those  who  could,  but  refused  to, 
provide  themselves  with  insurance  would  fore- 
go their  tax  credit  and,  in  addition,  be  responsi- 
ble for  the  total  payment  of  their  medical  care. 

The  government  and  voluntary  agencies  must 
work  together  in  regulating  the  insurance  com- 
panies and  the  types  of  insurance  sold.  This 
will  call  for  some  really  effective  insurance  com- 
missioners at  the  state  level,  men  who  will  genu- 
inely concern  themselves  with  the  quality  of  the 
insurance  offered  and  the  soundness  of  the  un- 
derwriting. They  should  not  be  concerned  with 
fixing  the  charges  of  the  services  at  the  local 
level  as  one  eastern  commissioner  tried  to  do  in 
1958. 

Any  kind  of  insurance  under  this  system  must 
be  comprehensive,  however,  for  there  are  some 
procedures  which  require  hospitalization  and 
others  which  are  more  economically  and  con- 
veniently done  in  the  doctor’s  office  or  clinic. 
Any  other  system  sends  every  patient  into  the 
hospital,  the  most  expensive  service  of  all,  and 
increases  utilization  to  the  point  of  abuse. 

Subsidization  must  be  done  through  third- 
party  payers  so  that  it  can  be  removed  from  the 
health  practitioners.  Medical  care  is  a need 
and  a man  should  have  the  privilege  of  choos- 
ing where  he  wants  to  get  it.  Hospitals  and 
physicians,  in  turn,  are  entitled  to  a just  com- 
pensation for  their  services. 

The  entire  program  will  allow  an  orderly  sub- 
sidization by  government  and  an  administration 
through  already  existing  agencies;  no  piecemeal 
stopgap  measure  to  care  for  a small  voting  mi- 
nority now,  followed  by  another  frantic  measure 
for  another  minority  later.  It  will  insure  health 
care  for  the  entire  population  and  may  prove 
historically  to  be  the  largest  single  attack  on 
the  most  dangerous  aspect  of  poverty.  Further- 
more, it  will  be  doing  only  what  the  people 
cannot  do  for  themselves,  but  it  will  be  doing  it 
for  all  the  people  — the  poor,  the  old,  the  young, 
the  ill  alike.  As  it  cuts  across  class  lines  and 
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removes  the  need  for  a means  test  at  the  time  of 
need,  discrimination  due  to  economic  circum- 
stances will  be  at  an  end.  Every  man  will  be 
guaranteed  one  of  his  most  basic  needs  and 
rights. 

The  solution  is  not  simple,  but  if  certain  prin- 
ciples are  adopted  and  debate  is  encouraged  to 
be  broad  enough  to  have  some  meaning,  the 
answer  will  come. 

One  final  point  which  has  not  been  stressed 
enough:  the  health  industry  itself  should  be 
positive  in  achieving  a solution  to  this  dilemma. 
It  is  not  enough  to  be  vociferously  negative  about 
every  proposal  that  comes  up;  it  is  time  to  ad- 
mit there  is  a problem  which  demands  solution. 
The  people  who  concern  themselves  daily  with 
the  medical,  social,  and  economic  facets  of  these 
problems  should  speak  out  positively  for  the 
best  formula  as  they  see  it.  Otherwise,  by  de- 
fault, a solution  will  be  imposed  upon  the  health 
industry  by  agencies  which  have  no  intrinsic 
knowledge  of  the  field. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


'STABILITY  OF  STATEWIDE  PROTECTION  PROGRAM 
SATISFACTION  jl2  YEARS  OF  PROFESSIONAL  PREFERENCE  IN  ARIZONA 
V SERVICE  AND  Administration  on  a personalized,  local  basis 


fJ  For  Complete  | 

Information,  Contact:  | 

CHARLES  A.  DeLEEUW  1 
PHOENIX  I 

3424  N.  Central  Ave.  266— 2403| 

RONALD  E.  DEITRICHj 
‘ TUCSON  I 

5201  N,  Oracle  Rd.  297-1158  | 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
Injured. ..but  also  in  ’’peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power’’ 


SECURITY 


UP  TO  $600  Monthly  Incorrie  Benefit  Avaibbu 

Accidental  Death  8? Disjmemberment  P 
UP  TO  v/w/V/v/v  Also  available  for  members  and  wives 


Underwritten  by 

National  Casualty  Company 

of  Detroit,  Michigan 


APPROVED  AND  RECOMMENDED  BY  THE 
MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

for  members  of 

The  Arizona  Medical  Association,  Inc. 
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BASIC  SCIENCES  BUILDING: 

FEDERAL  MATCHING  FUNDS 


Some  years  ago  the  Federal  Government  made 
funds  available  to  match  money  raised  locally 
for  the  purpose  of  constructing  facilities  which 
would  be  used  exclusively  for  research.  The 
matching  formula  for  such  funds  was  one  to  one. 
Recently,  the  Federal  Government  authorized 
federal  participation  in  the  construction  of  facili- 
ties used  exclusively  for  medical  teaching  (Public 
Law  88-129).  The  matching  formula  for  grants 
under  this  legislation  was  two  to  one.  Applica- 
tions for  the  research  and  teaching  facilities 
must  be  prepared  for,  submitted  to  and  approved 
by  the  Health  Professions  Research  Facilities 
Branch  or  the  Health  Professions  Teaching 
Facilities  Branch,  respectively,  of  the  U.  S. 
Public  Health  Service.  Since  each  Branch  has 
its  own  requirements  for  the  submission  of  the 
application,  and  each  has  its  own  inspecting  team 
and  Advisory  Gouncil,  the  problems  of  submit- 
ting a joint  application  to  both  Branches  can 
be  formidable. 

Essentially  the  problem  is  one  of  reaching  an 
agreement  on  the  appropriate  assignment  of 
space  between  research  and  teaching  functions. 
For  example,  consider  the  laboratory  areas 
in  which  a student  is  working  toward  a Ph.D. 
degree  in  Biochemistry.  The  student  himself  is, 
of  course,  in  an  educational  capacity.  Also  he 
does  research  as  part  of  his  Ph.D.  thesis.  Mean- 
while he  serves  as  an  assistant  instructor  in 
Biochemistry  for  the  under-graduate  medical 
students.  If  he  and  four  other  Ph.D.  students 
occupy  a 500-square-foot  laboratory  and  we 
further  assume  that  each  is  occupied  with  teach- 
ing for  60  per  cent  of  his  time,  then  we  can 
assign  five  persons  to  occupy  that  laboratory: 
three  “full-time  equivalent”  teachers  and  two 
“full-time  equivalent”  researchers.  Since  60  per 
cent  of  that  room  is  for  teaching  purposes  we 
can  then  apportion  60  per  cent  of  the  cost  of 
its  construction  and  equipment  at  the  two-to-one 
ratio  and  40  per  cent  of  its  construction  and 
equipment  at  a one-to-one  ratio  After  all  of  the 
rooms  have  been  so  assigned  a total  “net”  footage 


can  be  determined  The  difference  between  this 
figure  and  the  gross  square  footage  of  the 
building  is  represented  by  the  common-use  areas 
such  as  corridors,  elevator  shafts,  janitorial 
closets,  etc. 

Having  determined  the  proportion  of  the  total 
net  square  footage  which  is  to  be  used  for  teach- 
ing, this  ratio  is  then  applied  to  the  total  gross 
footage;  the  product  is  then  multiplied  by  the 
square  foot  cost  of  the  building,  and  this  figure 
represents  the  amount  of  money  which  is  avail- 
able for  federal  participation  at  a ratio  of  two 
to  one  from  the  Health  Professions  Teaching 
Branch.  The  balance  is,  of  course,  avail- 
able from  the  Health  Professions  Research  Facili- 
ties Branch  at  a ratio  of  one  to  one.  In  our 
building  the  ratio  of  teaching  space  to  research 
space  is  1.632. 

The  final  date  by  which  all  applications  had 
to  be  in  Washington  in  order  to  be  eligible  for 
matching  funds  during  calendar  1965  was  Alarch 
19.  Our  application  was  sent  to  Washington  on 
March  10.  We  have  already  received  notice  of 
the  dates  this  spring  when  the  site-survey  teams 
will  be  here  to  make  an  inspection  of  our 
campus  and  our  planned  programs.  After  their 
visit  each  group  will  present  its  findings  to  its 
own  Advisory  Gonncil  and  we  should  learn  by 
early  summer  what  is  going  to  happen. 

We  have  no  reason  to  e.xpect  any  particular 
difficulties  in  this  regard.  Most  likely,  there  will 
be  some  uncertainties  expressed  over  the  pro- 
portion of  the  building  we  have  designated  as 
oriented  to  teaching  and/or  research  respecti\  e- 
ly,  but  we  believe  we  can  defend  our  decisions. 
Naturally,  should  they  decide  to  redesignate 
research  space  as  teaching  space,  it  will  require 
that  we  put  up  less  money  locally.  On  the  other 
hand,  if  it  goes  the  other  way  we  must  then 
raise  some  additional  funds  or  cut  the  building 
back. 
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INITIAL  LOMOTIL  LIQUID  DOSAGE-* 

Age  III 

3-6  mo V2  tsp.  Ud.  (3  mg.)  I 4 4 „ 

6-12mo Va  tsp.  q.i.d.  C4  mg.)  U 4 ,4 

l_2yr Va  tsp.  5 times  dady  ^ ^rg.) 

1 tsp.  t.i.d.  (6  mg.)  I I I 

5-8  1 tsp.  q.i.d.  (8  mg.)  * * *|  | | || 

1 ten  s times  daily  (10  nng.)  ♦ • ♦ • • 

(or  2 tablets  q.i.d.)  ee  ae  e® 

.Based  on  ACC.  per  average. eajoon^^^^  , educed  to  meet  the 



LOMOTIL  tablets/ LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains:  ^ ^ ^ ^ 

diphenoxylate  hydrochloride  

(Warning;  May  be  habit  forming  q.025  mg. 

atropine  sulfate 

Precautions  ..  x jow  addictive  potential.  Recomnne 

Lomotil  is  an  exempt  "arcoBc  with  caution  in  pat.cnts  wth 
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tion,  sedation,  dizziness  with  atropine  sulfate,  the  subthera- 

P,  per  :mount  o." tro;,ne  is  added  to  discourage  deliberate  cerdosage. 
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IN  MEMORIAM 


<.<*  *x?S> 

^<?:'  ■■:::# 

,|,.  In  your  busy  night-and-day  >;<• 

preoccupation  with  other 

>'?<  ••>;<►•■ 

4 people’s  lives,  it  is  very  diffi- 
cult  for  you  to  find  time  to 

# think  about  your  own  future. 

♦ ^ 

•f'  Yet  face  it  you  must  for  the  ^ 

% sake  of  your  family.  # 

4:ii' 

■#  We  urge  you  to  join  with  ^ 
•is  . 

our  many  other  friends  and 

W customers  of  the  medical  pro- 

4;  fession,  and  arrange  for  a visit  # 

— with  your  lawyer  — to  our 

# Trust  Department.  # 

■#s  Discuss  your  estate  plans  in  ^ 
5|;5  detail.  Let  an  experienced  # 
I;  Trust  Officer  show  you  how  the  ^ 

# group-judgment  of  specialists  ^ 
in  the  Trust  field  will  insure  m 


# your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 


RESOURCES  $1  BILLION 

HEMOCR  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


JAMES  L.  JOHNSON,  M.D. 

1891  - 1965 

Dr.  James  L.  Johnson,  age  74,  died  at  Park- 
view  Baptist  Hospital,  Yuma,  Arizona,  on  March 
2,  1965  from  cardiac  decomposition  and  diabetes 
mellitus. 

He  was  born  in  Chattanooga,  Tennessee  on 
February  8,  1891.  He  received  a degree  of 
Doctor  of  Aledicine  in  1915  from  Vanderbilt 
University  in  Nashville,  Tennessee.  His  intern- 
ship was  done  at  St.  Alary’s  Hospital,  Brooklyn, 
New  York.  He  practiced  in  Chattanooga,  Ten- 
nessee for  five  years  before  moving  to  Phoenix, 
Arizona  in  1930.  He  had  an  office  in  the  Pro- 
fessional Building  until  time  of  his  retirement 
in  1958. 

In  addition  to  the  Maricopa  County  Medical 
Society  of  which  he  was  President  during  1939, 
he  was  a member  of  the  Arizona  State  Medical 
Association,  the  American  Board  of  Otolaryn- 
gology and  a life  member  of  the  American 
College  of  Surgeons. 

Dr.  Johnson  was  discharged  an  army  captain 
from  World  War  1,  having  served  with  the  15th 
Battalion,  Durham  Light  Infantry,  BEF,  in  the 
Aledical  Corps.  He  was  discharged  at  Camp 
Dix,  New  Jersey,  May,  1919. 

He  is  survived  by  one  son,  George  S.,  and 
grandson,  Bobert  S.  Johnson. 
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REPRINTS 


THE  MEMORY  MAKER 


It  was  morning.  The  old  man  was  tasting  his 
second  cup  of  coffee.  The  kitchen  door  was  open 
so  he  could  better  enjoy  the  soft  morning  breeze 
and  the  sweet  perfume  of  burning  pihon  wood. 
From  the  cottonwood  tree  came  the  strange 
other-time,  other-place  sound  of  rain  doves. 

The  coffee  was  almost  gone  when  someone 
knocked  on  the  front  door.  The  sound  startled 
him.  He  tried  to  remember  when  it  had  hap- 
pened last  but  he  could  not.  He  waited  a few 
moments  to  see  if  the  knock  would  be  repeated 
but  it  wasn’t  so  he  set  the  coffee  cup  on  the 
table  and  went  into  the  front  room. 

A young  man  was  waiting  patiently  on  the 
front  porch.  He  was  well-groomed,  wore  a 
patient,  gentle  look  about  his  eyes  and  carried 
a small  brief  case. 

The  old  man  opened  the  front  door. 

“Good  morning,  sir.”  The  young  man  touched 
his  hat,  as  though  to  tip  it  in  the  old,  old  gesture 
of  respect.  “I’m  from  the  Bureau  of  Economic 
Development,  Medical  Division.” 

The  old  man  nodded. 

“My  name  is  Darrel,  BED  number  6781,  MD, 
should  you  care  to  make  a note  of  it.”  The  young 
man  reached  into  his  pocket  and  held  out  an 
identification  wallet.  “Do  you  wish  to  examine 
my  credentials?” 

“No.  If  you  are  here  it  is  because  you  are 
an  official,”  the  old  man  said. 

“I  am  not  an  official,”  Darrel  said  carefully. 
“I  am  a field  clerk.  I’m  here  to  survey  your 
medical  needs  and  to  see  that  you  are  properly 
cared  for  as  provided  by  our  government.” 

“I  am  healthy,”  the  old  man  said. 

“I  can  see  that,  sir.”  Darrell  permitted  himself 
a smile.  “However,  there  are  certain  questions 
that,  according  to  law,  must  be  answered.  I 
have  to  make  a record  of  my  visit.” 

Mr.  Hogan  Smith  was  born  in  the  Ozarks  and  spent  his  early 
life  with  an  Uncle  who  was  a government  hunter  in  northwest 
New  Mexico.  During  these  years,  he  came  to  know  the  Apache 
and  the  Navajo.  In  World  War  II,  Mr.  Smith  served  with  the 
Navy  and  the  Marines,  and  was  also  on  active  duty  during  the 
Korean  conflict.  He  has  spent  TOnsiderable  time  in  the  South 
Pacific,  Mexico  and  Hawaii.  His  hobby  is  surfing.  Curreihly 
employed  as  Assistant  News  Editor  at  KOOL-Radio,  Mr.  Smith, 
a Phoenician  for  a year  and  a half,  is  married  and  has  two  boys. 

Reprinted  with  permission  of  Phoenix  Point  West.  This  ar- 
ticle appeared  in  the  February,  1965  issue. 


By  Hogan  Smith 


“There  was  a man  here  three  or  four  years 
ago.  He  asked  many  questions  and  I answered 
them.  Was  that  not  enough?” 

“Well,  sir,  you  see,  before  a Medical  Bureau 
Survey  was  made  every  five  years.  But  now  we 
are  able  to  talk  to  each  and  every  person  once 
a year.  Isn’t  that  remarkable  progress?” 

“I  have  no  knowledge  of  progress.  I do  not 
understand  its  meaning.” 

“Perhaps  you  would  like  me  to  send  you  a 
field  clerk  from  the  Interpretive  Division  of  the 
Bureau  of  Economic  Development.  He  could 
explain  whatever  it  is  you  do  not  understand.” 
“No.  I have  tried  to  understand  for  more  than 
fifty  years.  That  is  enough.” 

Darrel  inclined  his  head.  “As  you  wish,  sir. 
Would  you  prefer  to  fill  out  a printed  question- 
naire while  I wait,  or  would  you  prefer  that  I 
ask  questions  and  record  the  answers?” 

“Is  it  something  I must  do?” 

Again  Darrel  inclined  his  head.  “The  penalty 
for  failure  to  cooperate  is  up  to  one  year  in 
prison  or  a fine,  or  both.  Of  course,  in  prison 
you  get  the  best  of  care,  you  understand.” 

The  old  man  opened  the  door  and  motioned 
the  young  man  inside. 

“I  do  not  want  to  use  what  is  left  of  me  in 
the  prison,”  the  old  man  said.  “Come.  We  will 
talk  in  the  kitchen  where  it  is  more  pleasant.” 
“Thank  you.”  Darrel  entered  the  house  and 
carefully  shut  the  door  behind  him.  “This  house 
is  not  of  normal  construction.  Is  it  adobe?” 
“Yes.” 

“First  one  I’ve  ever  seen.” 

“They  are  few.” 

“Tell  me,  is  it  properly  constructed,  in  accord- 
ance with  the  BED,  Medical  Division  standards?” 
“It  is  strong.  In  the  winter  it  keeps  me  warm 
and  in  the  summer  it  will  not  let  in  the  heat.” 
“I  understand,  sir.  But  does  it  have  plent)^ 
of  good  ventilation,  yet  no  drafts?  Does  it  ha\  e 
an  Instant  Disposal  unit  for  garbage?  Has  it 
been  made  permanently  free  of  insects?  Does 
it  have  an  Auto-Control  food  storage  unit?  These 
are  some  of  the  standards  of  the  Medical  Di\  i- 
sion,  and  of  course,  it  must  be  in  good  repair.” 
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“When  the  house  is  in  need  of  repair  I mix 
some  adobe  and  I repair  it,”  the  old  man  said. 

“Well,  if  bringing  this  house  up  to  standards 
is  too  much  of  a problem  you  can  always  apply 
to  the  BED,  Housing  Division  and  they  will 
give  you  a new  house,  one  that  meets  Medical, 
Housing  and  Recreation  requirements.” 

“It  is  a good  house.”  The  old  man  pushed 
open  the  door  that  let  into  the  kitchen.  “It  is 
enough  house  for  a man  such  as  me.” 

They  went  into  the  kitchen.  The  old  man 
made  a motion  toward  a straight-backed  chair 
at  the  table. 

“Sit  down.” 

“Thank  you.”  Darrel  studied  the  stove.  “That’s 
calle  a range,  isn’t  it?” 

The  old  man  nodded. 

“I’ve  seen  pictures,  of  course.  It  burns  wood, 
doesn’t  it?” 

“At  the  moment  this  one  burns  pinon.”  The  old 
man  walked  over  to  the  stove,  lifted  one  of  the 
lids  and  inspected  the  fire  inside.  “Sometimes 
the  stove  burns  oak,  when  I have  need  of  a 
truly  hot  fire.”  He  replaced  the  lid  and  went 
to  a rocking  chair  near  the  table.  “But  at  the 
moment  this  one  burns  pinon.” 

“I  assume  this  stove  has  special  approval  for 
use  in  preparation  of  Control-Frozen  and  dried 
foods.  It  looks  as  though  it  would  be  difficult 
to  use.” 

“I  do  not  use  the  foods  you  describe.”  The  old 
man  rocked  gently  in  the  rocker.  “The  food  that 
I eat  I grow  myself.” 

“I  see.  You  have  a Medical  Division  Food 
Growers  Permit,  do  you?” 

“Once,  many  years  ago,  there  were  many 
papers  given  to  me.  I do  not  know  if  that 
particular  paper  is  among  them.” 

“I  assume  you  prepare  your  own  food?” 
“Yes.” 

“Well,  then,  you  must  have  taken  the  Medical 
Division  Food  Handlers  Certification  Test.  The 
Food  Growers  Permit  would  probably  be  at- 
tached the  results  of  that  test.” 

The  old  man  shrugged.  “Possibly  what  you 
say  is  true.” 

Darrel  thumbed  an  Investigate  Note’  into  his 
Auto  Becorder  Unit. 

“Well,  all  that  can  wait,  of  course.  Shall  we 
get  down  to  the  questionnaire  proper?” 

“I  could  make  a pot  of  coffee.  It  would  take 
but  a few  moments  and  as  the  coffee  makes 


itself  ready  you  could  hear  the  rain  doves  and 
smell  the  pinon.” 

“Coffee  is  a stimulant,”  Darrel  said.  “As  such 
it  is  not  part  of  our  recommended  diet.” 

The  old  man  sighed.  “Perhaps,  then,  we  do 
the  questions.” 

“Fine.  Name  please?” 

“Albert  Joe  Sanchez.” 

“Wife’s  name?” 

“I  have  no  wife.” 

“I’m  sorry.  When  did  she  die?” 

“She  did  not  die.  She  did  not  exist.  The 
Medical  Division  of  the  Government  said  my 
genetic  heritage  was  not  compatible  with  future 
needs.  The  words  are  exact.  They  recommended 
that  I do  not  marry.” 

“But  surely  you  married.  Such  a recommen- 
dation is  not  a law.  At  least,  it  wasn’t  when  you 
were  a young  man.” 

The  old  man  shrugged.  “I  think  perhaps  the 
women  were  afraid.  There  were  none  who  would 
marry  me  without  the  certification.” 

“I  see.  Occupation?” 

“I  have  none.” 

“Well,  then,  your  former  occupation.” 

“I  do  not  have  a former  occupation.  The 
Educational  Division  of  the  Government  said 
that  due  to  my  psychological  orientation  it 
would  be  too  expensive  to  train  me  for  an  occu- 
pation that  would  be  of  immediate  benefit  to 
the  general  society.  The  words  are  exact.” 

“I  see.  Then  your  official  occupation  is 
retired.” 

“I  am  not  retired.  I have  not  been  permitted 
to  do  anything  I could  retire  from.” 

“Nevertheless,  that  is  your  official  classifica- 
tion. Retired.” 

“Gan  you  not  name  me  a farmer?  It  is  much 
better  to  be  a farmer.” 

“Gertainly,  if  you  have  the  proper  papers.” 
The  old  man  shrugged.  “I  do  not  think  I have 
those  papers.  But  I would  like  very  much  to 
have  an  occupation.” 

“Yes,  of  course.  But  surely,  Mr.  Sanchez,  you 
understand  that  you  are  no  longer  young.  And 
there  are  so  few  oecupations  anymore.” 

“These  words  I have  been  told  before.  I do 
not  understand  such  words.” 

“I  will  have  a field  clerk  from  the  BED, 
Interpretive  Division  call  on  you  within  a few 
days.” 

“I  do  not  want  him  to  come.  I would  not 
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want  him  to  find  something  more  to  take  away.” 
“Field  clerks  do  not  take  away,  Mr.  Sanchez.” 
“You  yourself  would  take  away  my  stove  and 
have  me  use  another.  You  say  my  home  is  not 
right,  yet  I built  it  myself  to  my  own  needs.” 
“But  we  are  only  interested  in  your  welfare, 
your  well  being.  Just  think  of  what  the  Govern- 
ment has  given  its  people.” 

“I  think  it  has  taken  away.  I think  that  is  what 
the  Government  has  done.” 

“It  is  your  privilege  to  protest,  Mr.  Sanchez. 
A field  clerk  from  the  BED,  Gomplaint  Division, 
could  be  here  tomorrow.  This  afternoon  if  you 
say  so.” 

“Good.  Then  I will  protest  being  old.  I will 
protest  that  my  youth  is  gone  and  that  I have 
no  memories  of  how  it  was  used.” 

“Mr.  Sanchez.” 

“When  I was  a boy,  possibly  before  your 
father  was  a boy,  I would  see  the  old  men  talking 
and  perhaps  tasting  a little  wine  in  the  sun  and 
one  of  them  would  say,  “Do  you  remember  the 
time  we  came  in  from  the  fields  and  we  were 
thirsty  and  we  drank  wine  and  did  not  go  home 
to  eat  and  how  the  women  would  not  speak 
to  us  they  were  so  angry?  Remember,  eh?  What 
a thing  that  was!  And  the  other  old  men  would 
laugh  and  say,  I remember.  Oh  that  was  some- 
thing, that  day.  Then  they  would  all  laugh  some 
more  and  perhaps  one  would  remember  how 
Rosarita’s  little  one  ate  all  the  pine  nuts  from 
the  Ghristmas  tree  and  how  one  day  the  sum- 
mer storms  killed  two  sheep.” 

The  old  man  rocked  back  and  forth  in  his 
rocker  for  several  moments. 

“Do  you  know  what  I,  Albert  Joe  Sanchez, 
have  to  remember?  I remember  the  Govern- 
ment did  not  let  me  work,  though  it  always 
gave  me  food  to  eat.  Perhaps  it  would  be  better- 
had  I sometimes  been  hungry.  That  at  least 
would  make  a memory.  I remember  the  life  in 
me,  that  it  was  denied  a woman  who  could 
take  it  and  make  it  grow  into  a child.  I remem- 
ber papers  and  questions  and  nothing  to  do. 
This  is  what  I,  Albert  Joe  Sanchez,  have  to 
remember  and  it  is  nothing.  It  is  less  than 
nothing.” 

“Mr.  Sanchez!” 

The  old  man  shrugged.  “It  is  true.  I am  old 
and  there  is  only  the  fire  to  keep  me  warm.” 
Darrel  thumbed  his  recorder  again.  This  time 
it  was  an  automatic  signal,  one  he  had  never- 


used  before.  He  was  confiderrt  of  his  training, 
however,  and  did  not  hesitate.  The  signal  mearrt 
he  was  taking  local  field  action  under  the  recent 
authority  of  Gongressional  Law  Number  BED 
20I36MD159. 

He  took  a small  glittering  object  from  his 
pocket  arrd  held  it  out  to  the  old  man. 

“Mr.  Sanchez,  this  is  a new  device.  Would 
yoir  look  at  it  please  and  tell  me  if  yoir  like 
the  design.” 

The  old  man  took  the  object  in  his  hands  and 
its  light  errtered  his  eyes  and  went  inside  his 
head  and  toirched  his  mind  and  stopped  its  back 
and  forth  ticktocking  and  held  it  still  and  quiet. 

“Remember-  how  you  met  your  wife,”  Darrel 
said  softly.  “Remember?  It  was  hr  the  summer- 
arid  you- had  worked  a long  time  hr  the  fields 
and  you  were  tired.  You  had  almost  decided  not 
to  go  to  the  dance,  but  yorr  did  . . .” 

Darrel  talked  on  and  on,  for  an  hour,  for 
two  hours.  When  he  stopped  he  reached  over 
and  gently  took  the  little  glittering  object  from 
the  old  man’s  hands. 

It  wasn’t  a thorough  job,  of  course,  but  a fully 
licensed  Medical  Officer  would  be  there  in  a 
few  hours  and  he  would  make  the  work  com- 
plete, would  see  to  it  the  memories  were  a 
permanent  part  of  the  old  man’s  mind. 

“We  have  talked  a long  time,”  Darrel  said 
sharply. 

The  old  man  stirred  a little  in  his  chair. 

“So  we  have,  my  friend,  so  we  have.  Ah,  but 
did  I not  warn  you  that  I would  tell  you  the 
story  of  my  life  if  you  permitted  it?”  The  old 
man  smiled.  “Perhaps  you  will  have  another 
cup  of  coffee  before  you  leave?” 

“No  thanks.  I’ve  had  too  much  already,  though 
it  was  excellent.” 

“You  are  kind  to  say  so.  To  me  coffee  does 
not  taste  so  good  as  it  once  did.  I think  that 
when  this  supply  is  gone  I will  not  drink  it 
anymore.”  The  old  man  stood  and  held  out  his 
hand.  “It  was  good  of  you  to  come  and  see  me.” 

“My  service  to  you,  sir.” 

“Gome.  I will  show  you  to  the  door.” 

At  the  front  stoop  the  old  man  watched  Darrel 
climb  into  his  air-car. 

“Don’t  forget  the  new  stove,”  the  old  man 
said.  He  smiled  and  waved.  “Tell  them  not  to 
forget  the  new  stove.” 

Darrel  nodded  and  grinned  and  wa\  ed  back. 
Then  the  air-car  lifted  and  was  gone.  • 
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PHARMACEUTICAL 
INDUSTRY  MALIGNED 
AND  MISUNDERSTOOD 

Bank  Asserls  Lack  of  Recognition  of  the 

Pharmaceutical  Industry's  Vital  Role 
Is  Threat  to  the  Future 

In  a publication  issued  this  week,  Empire 
Trust  Company,  New  York,  points  out  that  lack 
of  understanding  of  the  pharmaceutical  indus- 
try’s contributions  to  the  national  welfare  and 
prevailing  antipathetic  attitudes  in  legislative 
circles  jeopardize  both  the  public  interest  and 
the  pharmaceutical  industry’s  future. 

As  the  bank’s  Newsletter  says,  “The  U.S. 
pharmaceutical  industry  has  become  the  subject 
of  attack  and  rebuttal,  claim  and  counter-claim, 
to  an  extent  perhaps  unparalleled  in  the  recent 
history  of  any  other  American  industry.  As  a 
result,  the  industry’s  magnificent  achievements, 
its  monumental  role  in  the  prevention,  cure  and 
alleviation  of  disease,  have  become  obseured  in 
the  public  mind.” 

The  U.  S.  pharmaceutical  industry’s  problems 
are  complex,  the  Letter  states,  and  it  is  essential 
that  they  be  recognized  and  appreciated  — not 
only  by  legislative  and  regulatory  bodies,  but 
by  the  publie  in  its  own  interest.  The  Letter 
also  details  the  industry’s  vast  investments  in 
research  and  the  resultant  health  benefits  to  the 
nation  and  to  the  free  world. 

“But  the  pharmaceutical  industry  cannot 
continue  to  make  its  vital  contributions  to  the 
conquest  of  such  critical  problems  as  cancer, 
heart  disease,  geriatric  ailments  and  mental 
health  if  it  is  hobbled  by  purely  political  or 
vindictive  regulations. 

“The  industry  today  does  more  for  the  health 
and  welfare  of  mankind  than  does  any  other 
industry  in  the  world,”  the  Letter  states,  and 
cites  a spectrum  of  supporting  statistics. 

For  example,  twenty-five  years  ago.  New  York 
City  reported  over  12,000  cases  of  whooping 
cough  with  105  deaths.  Last  year  there  were 
212  eases  — deaths,  none.  In  1935,  70,080 
Americans  died  of  tuberculosis;  in  1963,  9,311. 
Furthermore,  in  the  25  years  between  1935  and 
1960,  prescription  drugs  saved  the  lives  of  two 


million  working-age  victims  of  only  four  ‘killer’ 
diseases  — pneumonia,  influenza,  tuberculosis 
and  syphilis. 

Referring  to  so-called  Tranquilizer’  drugs,  the 
bank’s  Letter  notes  that  “today  there  are  54,000 
fewer  patients  in  state  and  local  mental  hospitals 
than  there  were  in  1955,  the  peak  year.” 

These  miracles,  the  Letter  notes,  have  been 
achieved  at  vast  cost  in  time  and  money.  “Out 
of  every  2,500-3,500  compounds  originally  syn- 
thesized, only  one  survives  to  reach  us  as  a safe, 
effective  prescription  drug. 

“U.  S.  drug  manufacturers  reinvest  the  equiva- 
lent of  half  their  profits  — after  taxes  — in  re- 
search and  development.  Unlike  sueh  industry 
categories  as  Aircraft  and  Missiles,  or  Eleetrical 
Equipment  and  Communications  — where  re- 
search is  for  the  most  part  financed  by  govern- 
ment funds  — pharmaceutieal  research  is  under- 
written almost  entirely  by  the  industry  itself. 

Empire  Trust  Company  Letter 


IN  TERN-RESIDENT 
SCARCITY 

The  Newton-Wellesley  Hospital  has  adopted 
a plan  to  compensate  for  the  inability  to  obtain 
enough  house  offieers.  Antieipating  the  ineom- 
plete  eoverage  of  house  patients,  the  Exeeutive 
Committee  of  the  Medieal  Staff  earefully  con- 
sidered several  possible  solutions.  The  most  fea- 
sible seemed  to  be  the  utilization  of  all  members 
of  the  Active  and  Courtesy  Staff  on  a rotating 
24-hour  tour  of  duty  at  which  time  they  would 
be  required  to  be  physieally  present  on  the  hos- 
pital grounds  as  officer  of  the  day. 

This  plan  was  then  presented  for  action  to 
the  entire  staff  and  was  aecepted.  Exemptions, 
such  as  specialists  and  consulting  and  teaching 
associates,  were  immediately  suggested.  Ex- 
planation that  the  abilities  required  would  be 
only  those  of  a newly  graduated  intern,  and  that 
staff  physicians  qualified  for  some  special  prob- 
lem would  be  alerted  by  the  OD  seem  to  have 
solved  this  dilemma. 

Various  ramifications  of  the  plan  sueh  as  alter- 
nates and  the  coverage  of  the  offieer  of  the  day’s 
own  patients,  particularly  their  own  emergency 
cases,  came  in  for  mueh  discussion  and  are  in 
the  process  of  solution. 

Massachusetts  Physician 
November,  1964 


412 


Arizona  Medicine 


POST  GRADUATE 
COURSES  AT 
VIENNA,  AUSTRIA 


This  year  a new  diversified  program  of  post- 
graduate seminars  has  been  issued  by  the 
American  Medical  Society  of  Vienna  in  connec- 
tion with  the  Medical  Faculty  of  the  University 
of  Vienna.  Dr.  M.  A.  Kline,  the  President  of  the 
Society,  reports  an  extended  schedule  of  semi- 
nars in  all  medical  specialties  and  subspecialties 
and  the  availability  of  top  medical  scientists  of 
the  University  Clinics. 

Medical  seminars  are  arranged  for  any  visit- 
ing doctors  on  an  individual  basis  or  for  groups. 
The  office  of  the  Society  at  Universitaetsstrasse 
11  at  Vienna  prepares  a schedule  of  contacts 
with  English  speaking  faculty  members  of  the 
University  Clinics.  Practical  sessions,  surgical 
operations,  round  table  discussions  and  grand 
rounds  are  part  of  the  seminars.  Teaching  lec- 
tures are  not  usually  given.  The  time  spent  at 
these  seminars,  a few  days  or  weeks,  can  be 
tailored  to  the  individual  need  and  a so-called 
Medical  Congress  letter  is  issued  upon  comple- 
tion. Extended  courses  up  to  three  and  ten 
months  are  conducted  and  a diploma  issued  by 
the  Medical  Academy  of  Vienna.  The  subjects 
especially  favored  by  American  doctors  studying 
in  Vienna  are:  Surgery  and  subspecialties.  Gyne- 
cology, Ophthalmology,  ENT,  Urology  and 
Dermatology.  Time  spent  there  under  these 
auspices  represents  a bona  fide  medical  con- 
tinuation training  and  expenses  incurred  in  con- 
nection with  these  seminars  are  deductible  ac- 
cording to  the  IRS  ruling.  Detailed  information 
can  be  obtained  from  the  secretary  of  the  So- 
ciety at  the  above  named  address. 

Furthermore  1965  is  marked  by  the  sixth  cen- 
tennial of  the  foundation  of  the  University  of 
Vienna.  Festivities  are  planned  by  the  Austrian 
government  and  the  Regents  of  the  University, 
culminating  in  a number  of  gala  events  in  May 
1965.  The  club  headquarters  of  the  Society  will 
arrange  all  contacts  and  accommodations  on 
request. 


TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


PERKIN  MEDAL  WINNER 

Dr.  Carl  S.  Marvel,  professor  of  chemistry  at 
the  University  of  Arizona,  has  been  elected  to 
receive  the  1965  Perkin  Medal  for  outstanding 
work  in  applied  chemistry. 

Internationally  known  for  his  original  research 
in  polymer  chemistry.  Marvel  will  receive  the 
medal  Feb.  11  at  the  annual  Perkin  Medal  Din- 
ner of  the  American  Section  of  the  Society  of 
Chemical  Industry  at  the  New  York  Hilton  Hotel. 
The  title  of  his  medal  address  is  “Organic  Chem- 
istry in  Universities  and  Industry.” 

Marvel,  who  came  to  the  University  of  Ari- 
zona faculty  in  1961  from  a long  teaching-re- 
search career  at  the  University  of  Illinois,  con- 
ducts a wide  range  of  polymer  studies  at  present 
with  the  assistance  of  13  post-doctoral  research 
associates.  The  continuing  UA  work  is  aimed  at 
finding  new,  useful  polymer  compounds  such  as 
plastic-like  materials  and  synthetic  rubber.  Sup- 
porting contracts  and  grants  come  from  the  U.  S. 
Department  of  Agriculture,  Air  Force,  DuPont, 
and  the  National  Science  Foundation. 

Marvel,  honored  repeatedly  for  his  many  con- 
tributions to  science  and  science  teaching,  has 
been  the  recipient  of  the  Nichols  Medal,  Willard 
Gibbs  Medal,  the  Gold  Medal  of  the  American 
Institute  of  Chemists,  and  the  Priestly  Medal. 
He  is  a member  of  numerous  professional  soci- 
eties and  has  served  in  various  society  offices 
including  the  posts  of  president,  director,  and 
counselor-at-large  of  the  American  Chemical 
Society. 


NEW  ADVERTISERS 
SUPPORT  OUR  JOURNAL 

The  Armour  Pharmaceutical  Company,  Merck 
Sharp  & Dohme,  and  J.  B.  Roerig  and  Company 
have  begun  a new  series  of  advertisements.  We 
appreciate  the  opportunity  of  carrying  the  mes- 
sages of  these  companies  to  onr  readers. 


DESTROY 
THAT  SYRINGE! 

The  practice  of  some  physicians  of  gi\  ing  used 
disposable  syringes  to  children  for  water-pistols 
or  other  uses  can  be  a dangerous  oue.  While 
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illicit  channels  handle  most  of  the  nareotic  traf- 
fie,  the  role  of  the  physician  is  to  lend  his  sup- 
port to  enforcement  of  the  laws  by  making  sure 
that  nothing  disearded  from  his  practiee  will  find 
its  way  into  the  trade.  Accordingly,  you  are 
urged  to  warn  the  staff  of  the  clinie  to  be  sure 
that  all  used  syringes  are  broken  to  prevent 
further  use  before  being  placed  in  the  trash 
ean  and,  while  it  might  seem  like  a harmless 
and  generous  gesture,  not  given  to  children  as 
playthings. 

There  have  been  reports  from  some  states  of 
some  bizarre  episodes  which  would  indicate  that 
addiets  are  taking  advantage  of  the  carelessness 
of  the  medical  profession  and  arcL  making  use 
of  these  conveniences. 


CARPENTER 

COMMISSIONED 

ADMIRAL 

No,  Mr.  Carpenter,  Executive  Secretary  of  the 
Association  for  over  fifteen  years  has  not  run 
off  to  join  the  Navy.  The  honorary  commission 
of  “Admiral  of  the  Flagship  Fleet”  was  bestowed 
on  Mr.  Carpenter  by  American  Airlines.  The 
presentation  plaque  reads  as  follows: 

In  recognition  of  his  consistent  and  meri- 
torious service  and  for  his  many  contribu- 
tions to  the  development  of  Air  Transporta- 
tion as  a public  service  and  as  a basic 
element  of  Air  Power 

Ameriean  Airlines,  Inc. 
hereby  eommissions: 

Robert  Carpenter 
an 

Admiral  of  the  Flagship  Fleet 
In  testimony  whereof,  witness  my  signa- 
ture this  the  2nd  day  of  April,  1965 

(Signed)  C.  R.  Smith 
Fleet  Admiral 


1494  POISONING  CASES  IN  ARIZONA 
DURING  THE  YEAR  1964 


AGE : Percent 

874  involved  under  5 year 

age  group  • 58.5 

58  involved  6 to  15  year 

age  group  3.9 

198  involved  16  to  30  year 

age  group  13.3 


179  involved  31  to  45 
age  group  

year 

. ..  12.0 

131  involved  aver  45  ; 
age  group  

year 

. . . 8.7 

54  were  not  reported 

. . . 3.6 

NATURE  OF  INCIDENT: 

968  accidental 

. . . 64.8 

332  intentional  

22  2 

194  unknown  

. ..  13.0 

TIME  OF  DAY: 

407  occurred  between 
and  noon  

6 

. ..  27.2 

371  occurred  between 
and  6 p.m 

noon 

. ..  25.0 

241  occurred  between  6 p.m. 

and  midnight 

. . . 16.1 

78  occurred  between  midnight 
and  6 a.m 

. . . 5.2 

397  were  not  reported 

. ..  26.5 

OUTCOME: 

955  reeovery  

. ..  64.0 

498  were  not  reported 

. ..  33.3 

41  fatal  

. . . 2.7 

CAUSATIVE  AGENTS: 

Internal  Medicines 

Number 

Percent 

Aspirin  

. . 398 

24.9 

Other  analgesies 

. . 98 

6.1 

Barbituates  

. . 186 

11.6 

Antihistamines  

. . 23 

1.4 

Laxatives  

8 

.5 

Cough  Medicine 

7 

.4 

Tranquilizers  

. . 123 

7.7 

Others  

. . 233 

14.6 

Sub  Total... 

, . 1,076 

67.2 

External  Medicines 

Liniment  

4 

.2 

Antiseptics  

. 19 

1.2 

Others  

, . 11 

.7 

Sub  Total.  . . 

. 34 

2.1 

Household  Preparations 

Number 

Percent 

Soaps,  Detergents,  etc.. 

. 12 

.7 

Disinfectants  

6 

.4 

Bleach  

. 56 

3.5 

Lye,  Corrosives, 

Drain  Cleaners  . . . 

. 19 

1.2 

Furniture  and  floor 

polish  

. 16 

1.0 

Sub  Total... 

. 109 

6.8 
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Petroleum  Distillates 


Kerosene  

. . 13 

.8 

Gasoline  

. . 18 

1.1 

Others  

. . 31 

1.9 

Sub  Total.. 

. . 62 

3.8 

Cosmetics  

17 

1.1 

Pesticides 

Insecticides  

. . 43 

2.7 

Rodenticides  

2 

.1 

Others  

1 

.1 

Sub  Total.  . 

. . 46 

2.9 

Paints,  Varnishes 

Solvents,  etc 

. . 21 

1.3 

Plants  

. . 21 

1.3 

Miscellaneous  

..  128 

8.0 

Unspecified  

. . 87 

5.5 

Total.  . 

. . 1,601* 

100.0 

*The  total  number  of  causative  agents  exceeds 
the  actual  number  of  poison  cases,  since  in  cer- 
tain individual  poisoning  incidents  more  than 
one  agent  was  involved. 


PARK  CENTRAL  NORTH 
MEDICAL  BUILDING 

461  West  Catalina 
(Adjacent  to  Saint  Joseph's  Hospital) 
Phoenix,  Arizona 

A FEW  CHOICE  SUITES 
AVAILABLE 

* All  utilities  and  janitor  services  furnished. 

* Complete  offices,  including  built-ins,  floor- 

covering, etc. 

* Covered  carports  for  physicians. 

* Ample  parking  for  patients. 

Further  details  and  leasing  information  may 
be  obtained  by  calling: 

Park  Central  Executive  Offices  264-5575 
or 

L.  W.  Wadleigh 

8 A.M.-5  P.M.  264-5575,  after  5 P.M.  265-4333 


CatneHaek  ^uHJet  Chapel  an4  ')unetal  Uem 

3RD  AVENUE  AND  CAMELBACK  - PHONE  277-2603 


oenix  s 
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One  antibiotic  superior  to 
Tetracycline 
Chloramphenicol 
Streptomycin 
Kanamycin 
Polymyxin  B 
Penicillin  G 

against  Proteus  mirabilis  and  E.  coli 


Proteus  mirabilis  is  not  only  the 
most  common  cause  of  Proteus 
infections  of  the  urinary  tract, 
but  such  infections  are  often 
resistant  to  other  antibiotics. 
According  to  Anderson  et  al.,^ 
“When  assessed  in  terms  of  serum 
levels  attainable  with  usual  dosage 
regimens,  ampicillin  was  the  most  effec- 
tive drug  tested  against  E.  coli  and  P.  mira- 
bilis.” These  authors  found  Klebsiella-Aero- 
bacter  and  Pseudomonas  organisms  relatively 
insusceptible  to  ampicillin.  With  its  broad- 
spectrum  coverage  of  many  gram-positive  and 
gram-negative  bacteria,  absence  of  toxicity, 
and  slow  emergence  of  resistant  strains, 
PENBRITIN  (ampicillin)  is  a most  beneficial 
and  safe  drug  in  treating  urinary  tract  infec- 
tions—/ci7/m£f  the  pathogens,  not  just  suppress- 
ing them. 


Dosage:  Adults  — 500  mg.  every  six  hours 
(higher  doses  may  be  required  for  severe  in- 
fections). Children— (under  13  years,  whose 
weight  will  not  result  in  a dosage  higher  than 
that  recommended  for  adults)  100  mg. /Kg./ 
day  in  divided  doses  every  six  or  eight  hours 


for  moderately  severe  infections;  200  mg./ 
Kg./day  in  divided  doses  every  six  hours  for 
severe  infections. 

Contraindications:  (1)  Hypersensitivity  to 
penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillinase- 
producing  organisms.  Aerobacter  aerogenes. 
Pseudomonas  pyocyanea,  and  Proteus  mor- 
ganii  are  resistant  to  PENBRITIN  (ampicillin). 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting,  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastrointesti- 
nal superinfection.  To  date,  safety  for  use  in 
pregnancy  has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References : 1.  Hanson,  R.  J.,  et  al.:  J.  Urol. 
7.9:1016  (July)  1958.  2.  Middletown,  J.  E.: 
Brit.  M.  J.  ii:497  (Aug.  31)  1957.  3.  Today’s 
Drugs,  Brit.  M.  J.  i:1475  (May  26)  1962.  4. 
Brumfitt,  W,  et  al.:  Lancet  f:130  (Jan.  20) 
1962.  5.  Anderson,  K.  N.,  et  al.:  J.A.M.A. 
187:87  (Feb.  22)  1964. 


Kills  bacteria— does  not  just  suppress  them 


PENBRITIN* 


Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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FUTURE 

MEDICAL  MEETINGS 


AMERICAN  CANCER  SOCIETY 
1965  SCIENTIFIC  SESSION 

DRAKE  HOTEL 
Philadelphia,  Pennsylvania 
June  16,  1965 

HORMONES  AND  CHEMOTHERAPY  FOR 
CANCER  — A Critical  Appraisal 

Faculty 

Dr.  David  A.  Karnofsky 
Dr.  Lyndon  Lee,  Jr. 

Dr.  Michael  Shimkin 
Dr.  Edward  F.  Lewison 
Dr.  Michael  J.  Brennan 
Dr.  B.  J.  Kennedy 
Dr.  Robert  G.  Ravdin 
Dr.  Griff  T.  Ross 
Dr.  Warren  R.  Lang 
And  many  others 


I 


Seminar  on 
VENEREAL  DISEASE 


presented  by 

ARIZONA  ACADEMY  OF 
GENERAL  PRACTICE 


Saturday,  May  15,  1965 
Ramada  Inn,  Scottsdale 


Sunday,  May  16,  1965 
Ramada  Inn,  Tucson 


Excellent  Guest  Speakers 
Approved  A.A.G.P.  Gategory  1 
Credit  6 Hours 


PEDIATRIC  SEMINAR 

TOWN  & COUNTRY  HOTEL 
SAN  DIEGO,  CALIFORNIA 
June  23,  1965 


Faculty 

T.  K.  Oliver,  Jr.,  M.D. 

University  of  Washington 

William  Clatworthy,  M.D. 

Ohio  State  University 

Benjamin  Landing,  M.D. 

Los  Angeles  Childrens  Hospital 

I.  V.  Ponseti,  M.D. 

University  of  Iowa 


ROCKY  MOUNTAIN 
CANCER  CONFERENCE 

The  Mile  High  City,  Denver,  Colorado,  is 
the  site  of  the  19th  Annual  Rocky  Mountain 
Cancer  Conference,  July  16-17,  at  the  Brown 
Palace  Hotel.  The  two-day  session  features 
some  of  the  nation’s  distinguished  speakers 
on  the  subject  of  cancer. 

Morning  symposia  for  the  tsvo-day  session 
will  deal  with  “Practical  Chemotherapy  in 
Cancer”  and  “Malignant  Lesions  in  the 
Colon.”  The  afternoon  sessions  will  be  de- 
voted to  scientific  papers  by  guest  speakers 
on  the  first  afternoon  and  an  “Information 
Please”  session  scheduled  for  the  second 
afternoon. 

Further  information  may  be  obtained  by 
writing  Rocky  Mountain  Cancer  Conference, 
1809  East  18th  Avenue,  Denver,  Colorado 
80218. 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosaqe 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  tor 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 

SQUIBB  DIVISION  Olin 


■m 


Arizon.a.  Medicine 


Physicians’  Directory 


ArMA 

DIRECTORY 
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♦ Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  CameJback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N,  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 

Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D, 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 


Fairmont  Pharmacy 

3231  East  McDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSMETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


SURGERY 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 
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Classified 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


PHYSICIANS  WANTED.  Positions  available  July 
1,  1964  for  \A/ell  qualified,  general  physicians  at 
the  Arizona  State  Hospital.  Arizona  licensure  re- 
quired. Beginning  salaries  $15,000.00  annually. 
Contact  Robert  J.  Shearer,  AA.D.,  Acting  Director, 
Arizona  State  Hospital,  2500  E.  Van  Buren,  Phoe- 
nix, Arizona. 


Internist,  age  32,  Military  Obligation  served. 

Completing  Training  June  1965. 
Interested  in  relocating  in  Phoenix  or  Tucson. 

REPLY: 

Box  64-6,  P.  O.  Box  128,  Scottsdale,  Arizona 


Private  practice  available  for  Board  certified  or 
Board  eligible  Internist  at  Cottonwood,  Arizona. 
New  hospital  facilities  available,  plus  office  space. 
Estimated  income  of  approximately  $30,000  for 
first  year.  Any  other  necessary  information  please 
contact  Roland  W.  Wilpitz,  Administrator,  Marcus 
J.  Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  Arizona  86326. 


Classified 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

5133  N.  Central  Ave.  — Phoenix 
Telephone  277-1487 


LOCUM  TENENS  WANTED;  G.  P.  wanted  to  take 
over  busy  General  Practice  for  one  year  starting 
July  1,  1965.  Office,  located  next  to  hospital  with 
open  staff,  in  medical  building  with  X-ray  and 
Lab.  Future  holds  possibility  of  association.  Ari- 
zona license  required.  Financial  arrangements 
open.  Contact; 

D.  H.  Victor,  M.D. 

1901  E.  Thomas  Road 
Phoenix,  Arizona  85016 


FOR  LEASE:  1600  sq.  ft.  Medical  Office  suitable 
for  one  or  two  M.D.'s.  Includes  Laboratory,  X-ray, 
dark  room;  near  Arizona  Country  Club,  56th 
Street  & Thomas  Road.  Available  April  1,  1965. 
Call  WH  7-1301  — Bruce  T.  Clayton,  M.D.,  2919 
N.  56th  Street,  Phoenix,  Arizona. 
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FOR  SALE:  General  Practice^  due  to  recent  death. 
18-year  location  downtown  section  of  Phoenix. 
Furniture,  instruments,  X-ray  wired  room.  Com- 
pletely equipped  dark  room.  Diathermy,  upright 
fluoroscope,  cheap  rental.  Also  sell  X-ray  dark 
room  equipment.  Diathermy,  fluoroscope.  Favor- 
able terms.  Priced  for  quick  sale.  Call  AL  2-2605 
or  write:  Mrs.  L.  M.  Flerbert,  339  W.  Moreland, 
Phoenix,  Arizona. 


WANTED:  Licensed  Physician  for  evening  and 
weekend  coverage  within  100  miles  of  Phoenix. 
Salary:  $75.00  per  evening.  Reply:  Box  64-9, 
P.O.  Box  128,  Scottsdale,  Arizona. 


DOCTOR  TO  TAKE  OVER  FULLY  EQUIPPED  OFFICE 
AND  PRACTICE  OF  A DISABLED  G.P.  AND  SUR- 
GEON. NICE  PHOENIX  LOCATION.  CONTACT: 
Box  64-8,  P.O.  Box  128,  Scottsdale,  Arizona. 


FOR  SALE:  SEDONA-OAK  CREEK  AREA:  Unex- 
celled scenic  building  lot,  1.4  acres.  Oak  Creek 
frontage.  360-degree  view.  Corral  available  on 
development.  TERMS.  Contact:  K.  H.  Benson, 
M.D.,  Box  219,  Sedona,  Arizona.  Tel.  282-3661. 


SITUATION  WANTED:  Board  Certified  General 
Surgeon;  age  39  years;  married  with  family; 
licensed  in  Arizona;  FACS:  desires  association 
with  group  or  individual  in  practice  of  surgery. 
No  objection  to  limited  general  practice.  Avail- 
able for  personal  interview  for  mutual  evaluation. 
Reply  Box  64-3,  P.  O.  Box  128,  Scottsdale,  Ariz. 
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Russian  Thistle 

{Salsola  pestifer,  A.  Nelson) 

Distress  for  Allergic  Patients 


Bencad  ryri 

(diphenhydramine  hydrochloride) 


PARKE-DAVIS 


To  Combat  Symptoms  of  Weed-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistaminic— re- 
lieves sneezing,  nasal  congestion,  itching,  and  lacrimation. 
Antispasmodic — relieves  bronchial  and  gastrointestinal 
spasm.  Precautions:  Persons  who  have  become  drowsy  on 
this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  en- 
gage in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers, 
if  used  with  BENADRYL,  should  be  prescribed  with  cau- 
tion because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL.  Side  Effects:  Side  reac- 
tions, commonly  associated  with  antihistaminic  therapy 
and  generally  mild,  may  affect  the  nervous,  gastrointestinal, 
and  cardiovascular  systems.  Most  frequent  reactions  are 
drowsiness,  dizziness,  dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in  Kapseals®  of  50 
mg.  and  Capsules  of  25  mg.  diphenhydramine  hydrochlo- 
ride. The  pink  capsule  with 
the  white  band  is  a trademark 

of  Parke,  Davis  &:  Company,  pahke. oAvtsi.  company,  Deimi,ukit!atn4»i3i 


PARKE-DAVIS 


7Z66S 


Lactinex 


TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  hulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults/  "’®’^ 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin/’  ' 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med..  Vol.  38,  Jan.  1955.  (2) 
Path,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(3)  McGivney,  J.:  Texas  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Anier.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  & Hasp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Peekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

(LX02) 

BALTIMORE,  MARYLAND  21201 


New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity  ” 


no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  (ampicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.^'^'’ 
And  highly  important : PENBRITIN  (ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children  — (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg./Kg./day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  u;223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ii;191  (July 
22)  1961.  3.  Stewart,  G.  T.,  et  al.:  Brit.  M.  J.  ii:200  (July  22) 
1961.  4.  Brown,  D.  M.,  and  Acred,  E:  Brit.  M.  J.  ii:197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  1S:1:251, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  ii:198  (July  22) 
1961.  7.  Doyle,  E E,  et  al.:  Nature  191:1091  (Sept.  9)  1961. 
8.  Acred,  R,  et  al.:  Brit.  J.  Pharmacol.  18:356,  1962,  9.  Har- 
rison. E M.,  and  Stewart,  G.  T:  Brit.  J.  Pharmacol.  17:420^ 
1961.  10.  Editorial.  Lancet  ii: 723  (Oct.  5)  1963. 


KILLS  BACTERIA. . . DOES  NOT  JUST  SUPPRESS  THEM 


PENBRITIN* 


Brand  of  Ampicillin 

AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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Butazolidin" 

brand  of 
phenylbutazone 


Therapeutic  effects 

A number  of  workers  have  reported  ma- 
jor improvement  in  50-75%  of  cases,  with 
some  successful  cases  going  into  com- 
plete remission. 

In  responsive  cases,  improvement  is  gen- 
erally seen  within  a week,  so  that  trial 
therapy  need  seldom  be  continued  be- 
yond this  period.  Alleviation  of  pain  is  fol- 
i lowed  quickly  by  improvement  of  function 
and  resolution  of  effusion  or  other  signs 
of  active  inflammation.  Relief  of  arthritic 
symptoms  is  quite  frequently  accompa- 
nied by  increased  appetite,  gain  in  weight 
and  an  improved  sense  of  well-being. 

'iThe  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  ini- 
tial dosage  is  often  reduced  for  mainte- 
jHance  purposes. 

Salicylate  or  steroid  therapy  can  usually 
36  diminished  or,  in  some  instances, 
sliminated. 

Psoriatic  arthritis  responds  in  the  same 
A^ay  as  rheumatoid  arthritis  but  the  skin 
esions  are  usually  not  affected  either  fa- 
/orably  or  adversely  by  treatment. 


in  rheumatoid 
arthritis 


Geigy 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia) ; sudden  weight  gain  (water  reten- 
tion): skin  reactions;  black  ortarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include:  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy;  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly: when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


Butazolidin®  alka 

Each  capsule  contains: 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin®  brand  of  phenylbutazone 

Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  Bu-3479 


■ Oinidans  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety*elficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


ladications:  ‘Miltown’  (meprobamate)  is  effective  in  re-  • 
lief  of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  of  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms,* 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or* 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures maybe  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  fay  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported, More  severe  and  very  tare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg,  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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Wallace  Laboratories  / Cranhury,  N.J. 


CM.4C.14 


stop 

proteus, 

too! 


Stop  most  gram-negative 
urinary  infections. 

Before  they  can  develop  into 
pyelonephritis,  pyonephrosis  or 
some  other  potentially  life-threat- 
ening urinary  condition.  With 
NegGram,  a specific  urinary  anti- 
bacterial. Clinical  reports  and 
extensive  patient  use  show  that 
in  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day  will 
control  most  urinary  infections. 
Quickly.. .effectively... with  minimal 
side  effects.  Gram-negative  uri- 
nary infection— cystitis,  pyelitis, 
pyelonephritis,  prostatitis,  ure- 
thritis? Start  first  with  NegGram 
...“a  good  ‘starting’  drug.”'  Neg- 
Gram “...treatment  may  be  first 
choice  in  potentially  curable  gram 
negative  bacterial  urinary  infec- 
tions.”^ 


Indications;  Urinary  tract  infections  caused  by  gram-negative  and  some  gram-  \ 
positive  organisms.  j 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  reversi 
ibie  subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment.  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It  I 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of  j 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  tc 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  shouM 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix®  j 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false-  i 
positive  reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage  i 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg.  I 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled  ! 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is  i 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug.  ; 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles  j 
of  1,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 

References:  (1)  Carroll,  G.:  Urologists'  Letter  Club,  June  1,  1964.  (2)  McDonald,  i 
D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti-; 
microbial  Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 
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Arizona  Medicine 


Striking  the  right 


‘Actidir,  one  of  the  most 
potent  of  antihistamines, 
strikes  the  right  note  in 
the  treatment  o£  allergies. 


As  in  the  case  of  other  anti- 
histaminic  agents,  excessive 
dosage  may  produce  drowsi- 
ness. Patients  should  be 
advised  to  postpone  poten- 
tially hazardous  activities 
requiring  mental  alertness 
until  the  optimum  dosage 
level  has  been  determined. 


ACTIDIL 


brand 


TRIPROLIDINE 

HYDROCHLORIDE 


TABLETS  & SYRUP 


in  allerg 


les 


Complete  information  available  from  your  local  ‘B.W.&rCo.’ 
Representative  or  from  Professional  Service  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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ad  hoc  Committee  for  Arizona 
Territorial  Medicine  Publication 

Meeting  of  the  ad  hoc  Committee  for  Arizona  Terri- 
torial Medicine  Publication  of  The  Arizona  Medical 
Association,  Inc.,  held  Tuesday,  April  27,  1965,  in  the 
Green  Room  of  the  Pioneer  International  Hotel,  Tucson, 
Arizona,  convened  at  4:10  P.M.,  W.  Albert  Brewer, 
M.D.,  President  and  Chairman  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Brewer,  W.  Albert,  President,  Chairman;  Hender- 
son, Charles  E.,  Secretary;  Steen,  William  B.;  Yount, 
Jr.,  Clarence  E. 

Miss  Quebbeman,  Frances;  Mrs.  McNamee,  Dorothy, 
Advisory  Member. 

GUESTS: 

Dr.  Hall,  Wesley  W.,  A.M.A.  Board  of  Directors; 
Mr.  Whaley,  Dallas,  A.M.A.  Field  Representative. 
STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary. 
EXCUSED: 

Drs.  Bledsoe,  Nelson  C.;  Flinn,  Robert  S.;  O’Hare, 
James  E.,  President-Elect;  Schoen,  Roland  F. 

PROGRESS  REPORT 

Miss  Quebbeman  presented  rough  drafts  of  the  first 
two  chapters  entitled  (1)  Indian  Shaman  and  Spanish 
Surgeon,  and  (2)  Medicine  and  Mule  Trains.  She  also 
stated  that  she  has  started  chapters  three  and  four 
entitled  (3)  Adventuresome  Trails,  and  (4)  From  the 
Trails  to  the  Towns. 

After  reading  chapters  one  and  two  the  Committee 
agreed  that  the  manner  of  presentation  was  excellent 
and  is  done  in  a nice  narrative  style. 

Miss  Quebbeman  also  presented  a tentative  outline 
of  Section  II,  “Surgery  and  Contagious  Diseases,”  for 
review  of  the  Committee. 

Discussion  followed  on  the  matter  of  including  more 
material  on  the  various  herbs  used  for  medication  during 
the  early  years.  It  was  agreed  that  this  subject  would 
be  e.xpanded  upon. 

Miss  Quebbeman  pointed  out  that  her  biggest  prob- 
lem is  selecting  what  material  to  use  from  the  vast 
amount  of  material  that  is  available. 

Miss  Quebbeman  commented  that  Chapters  1,  2,  3,  4 
of  the  first  section  are  chronological  presentations  and 
that  the  second  section  will  be  topical.  Section  HI  will 
be  devoted  to  the  medical  association,  its  organization 
and  programs. 

A discussion  of  the  placement  of  the  footnotes  ensued. 
It  was  suggested  that  if  possible  the  footnote  should 
appear  on  the  page  to  which  it  refers  and  not  placed 
at  the  end  of  the  chapter  or  book.  It  was  noted  that 
at  this  time  the  book  will  probably  run  “this  side  of 
500  pages.” 

Miss  Quebbeman  pointed  out  that  the  entire  manu- 
script would  be  completed  by  August,  1965. 

Dr.  Brewer  pointed  out  that  the  next  meeting  would 
be  held  in  October  at  which  time  the  final  review  and 
details  would  be  consummated. 

It  was  decided  that  the  next  meeting  is  to  be  held 
at  the  Central  Office  in  Scottsdale.  Miss  Quebbeman 


ArMA  REPORTS 


offered  to  provide  the  Committee  with  copies  of  the 
manuseript  prior  to  the  October  meeting. 

Meeting  Adjourned  at  5:25  P.M. 

Charles  E.  Henderson,  M.D. 
Secretary 


IN  MEMORIAM 


APHORISM  OF  HIPPOCRATES 

Life  is  short,  and  the  Art  long;  the  oceasion 
fleeting;  experience  fallacious,  and  judgment 
difficult.  The  physician  must  not  only  be  pre- 
pared to  do  what  is  right  himself,  but  also  to 
make  the  patient,  the  attendants,  and  externals 
co-operate.”  Francis  Adams  at  the  Sydnham  So- 


ciety 1849. 

Edward  J.  Gotthelf,  M.D 5/19/64 

John  E.  Bacon,  M.D 6/22/64 

Charles  Jones  Newcomb,  M.D 6/23/64 

Charles  R.  Earabee,  M.D 7/5/64 

Alden  B.  Thompson,  M.D 7/8/64 

Harry  C.  Bigglestone,  M.D 7/10/64 

Robert  C.  Hancock,  M.D 7/26/64 

Dudley  T.  Eournier,  M.D 8/22/64 

David  Paul,  M.D 8/24/64 

William  R.  Potzler,  M.D 9/19/64 

Louis  C.  Jekel,  M.D 11/18  B4 

William  H.  Woern,  M.D 12/15/64 

Frank  J.  Stump,  M.D 1/2/65 

Robert  H.  Snapp,  M.D 1/3/65 

James  L.  Johnson,  M.D 3/2/65 
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Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works:  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


500298 


ORIGINAL  ARTICLES 


Waller  V.  Edwards,  M.D. 


USES  AND  ABUSES 
OF  WORKMEN'S 
COMPENSATION  LAW 
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Dr.  Edwards  has  prepared  a paper  lhal  would  be  highly  recommended 
for  reading  by  all  physicians  who  engage  in  treating  industrial  patients. 
His  explanation  of  the  laws  and  the  rules  that  need  be  followed  in  such 
cases  is  quite  simple  and  basic.  He  has  made  mention  of  a very  sig- 
nificant fact  that  has  been  recognized  more  recently.  In  this  connection, 
the  industrial  responsibility  of  the  patient  who  has  sustained  some  injury 
and  has  also  sustained  some  aggravation  of  a pre-existing  condition  is  well 
worth  reading. 


I 

I 

I 

I 

i 

i 
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In  THIS  age  of  rockets  and  missiles,  satellites 
and  computers,  central  heating  and  refrigera- 
tion, Social  Security  and  foreign  aid,  and  of  the 
open  heart  surgery  and  organ  transplants  more 
familiar  to  us  professionally,  we  are  inclined  to 
lose  in  the  mists  of  time  the  development  of  the 
industrial  revolution  and  the  centralization  of 
human  gainful  effort  in  manufacturing  plants. 
We  are  also  inclined  to  forget  the  sweat  shops, 
the  twelve  and  fourteen-hour  days,  and  the  high 
industrial  morbidity  and  mortality  rates  which 
accompanied  early  manufacturing  endeavors. 

Presented  at  “Symposium  on  Trauma”  sponsored  by  the  Ari- 
zona Academy  of  General  Practice,  Flagstaff,  Arizona,  July  5, 
1964,  made  possible  under  Grant-in-Aid  by  the  Eli  Lilly  Gompany. 


We  are  even  inclined  to  forget  the  earliest 
organization  of  social  consciousness,  which  de- 
veloped almost  100  years  ago  in  Germany  and 
Great  Britain.  Among  the  earliest  social  welfare 
plans  or  laws,  were  those  providing  for  the 
liability  of  the  employer  in  compensating  the 
workman  for  “personal  injury  by  accident  arising 
out  of  and  in  the  course  of  employment.”  The 
earliest  of  these  laws,  however,  in  Great  Britain, 
and  in  the  United  States  in  about  1910,  provided 
the  injured  workman  with  only  recourse  to 
common  law,  or,  in  later  amendments,  mitigated 
some  of  the  harshness  of  common-law  rules.”' 
The  general  pattern  in  Arizona  was  similar. 
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The  constitution  and  statutes  of  Arizona  at  the 
time  of  admission  to  the  union  in  1912  provided 
a workmen’s  compensation  law.  The  injured 
workman’s  recourse  to  the  courts  did,  at  times, 
lead  to  judgments  against  the  employer  for 
liability  without  fault.  As  is  still  the  case  today, 
however,  due  process  of  law  was  slow,  tedious, 
and  the  benefits  to  the  injured  workman,  pro- 
vided through  judgments,  were  deferred  long 
past  the  time  when  the  benefits  were  needed 
most. 

Following  the  suit  of  other  states  which  de- 
veloped improvements  in  their  statutes,  and 
which  developed  industrial  commissions  to  in- 
vestigate, make  recommendations  for  modifica- 
tions of  the  law,  and  ultimately  to  administer 
the  law,  the  people  of  Arizona  voted  a consti- 
tutional amendment  in  1925  which  provided  the 
basis  for  the  statutes  under  which  we  are 
operating  at  the  present  time,  with  relatively 
few  modifications  provided  by  amendment  since 
that  time.^^’  Probably  the  most  notable  is  the 
result  of  an  initiative  passed  by  the  people  of 
Arizona  in  1948  which  provided  that  no  com- 
pensation would  be  based  on  any  wage  in  excess 
of  $1,000  per  month.^®^  This  change  was  sparked 
by  the  claims  made  by  employees  of  the  movie 
industry  operating  in  Arizona,  which  heavily 
penalized  the  Workmen’s  Compensation  fund 
when  a trivial  black  eye  might  prevent  a highly 
paid  actress  from  appearing  before  the  cameras. 
It  would  appear  that  this  represented  a correc- 
tion of  an  abuse  of  the  system  by  the  will  of  the 
people.  With  the  decreasing  value  of  the  dollar, 
however,  it  can  be  predicted  that  within  the 
foreseeable  future  this  realistic  limit  on  com- 
pensable wages  will  require  further  amendment 
with  an  increase  in  the  maximum  wage  upon 
which  compensation  may  be  paid. 

Even  in  the  absence  of  statutory  change,  how- 
ever, by  the  people  or  by  the  legislators,  the 
law  does  not  remain  static.  We  are  only  too 
familiar  with  the  influence  of  the  higher  courts 
on  the  application  of  our  laws.  The  Workmen’s 
Compensation  Law  is  no  less  subject  to  judicial 
review  than  any  other  body  of  law,  and  such 
reviews  have  led  to  a broadened  scope  of  cov- 
erage of  injured  workmen  from  the  standpoint 
of  numbers  of  employees  and  numbers  of  occu- 
pations covered,  as  well  as  from  the  standpoint 
of  increasingly  liberal  benefits  and  additional 
liability  for  medical  conditions  which  are  not 


specifically  caused  by  the  industrial  situation  or 
by  accidental  injury. 

Uses  and  Abuses  by  the  Workman: 

The  use  or  abuse  of  workmen’s  compensation 
by  the  injured  workman  is  recognized  by  most 
administrators,  lawyers,  and  physicians.  The 
administrator  of  workmen’s  compensation  be- 
lieves that  he  understands  the  intent  of  the  law 
both  from  the  standpoint  of  philosophy  as  well 
as  from  the  standpoint  of  practical  application. 
In  the  light  of  this  understanding,  he  attempts 
to  administer  the  law  with  frequently  a com- 
puter type  of  objectivity.  Reprograming  of  this 
computer  through  judicial  decision  and  mandate 
is  accomplished  only  with  difficulty.  Through 
the  adversary  system  provided  by  law,  however, 
the  prevailing  legal  view  is  ultimately  imposed 
upon  administrative  procedure.  In  a specific 
disputed  case  the  initial  legal  tactical  maneuv- 
ring  is  interpreted  by  the  administrator  as  an 
attempted  abuse  of  the  law  by  the  claimant.  In 
a few  years,  however,  after  repetitive  decisions 
in  similar  cases,  the  former  abuse  of  the  law 
becomes  a proper  use.  A case  in  point  is  the 
present  acceptance  of  “aggravation  of  preexist- 
ing conditions”  which  in  years  past  have  been 
flatly  denied  as  an  industrial  liability,  and  which 
are  now  treated  at  least  to  such  extent  as  they 
have  been  temporarily  aggravated  by  industrial 
accident. 

Who  is  actually  responsible  for  these  changes? 
There  is  no  simple  answer  to  this  question.  The 
answer  in  part  lies  in  the  original  motivation  of 
society  in  developing  the  Workmen’s  Compensa- 
tion System.  Second,  the  intent  of  the  people 
and  of  the  legislators  in  the  various  jurisdictions 
is  not  well  understood  and  is  not  consistent  from 
one  jurisdiction  to  another.  Third,  the  body  of 
the  law  in  the  various  jurisdictions  lacks  any 
semblance  of  uniformity.  The  lack  of  uniformity 
provides  a fertile  ground  for  the  growth  of  ideas 
promoting  the  centralization  of  power  over  all 
social  welfare  plans  in  the  hands  of  the  federal 
government. 

Next,  the  changes  are  prompted  by  the  indi- 
vidual and  collective  motivations  of  claimants, 
lawyers,  administrators,  judges,  and  even  by 
physicians.  These  motivations  represent  a small 
segment  of  society  but  are  a major  manifestation 
of  the  social  revolution  which  we  have  been 
experiencing  for  30,  100,  and  even  more  years. 
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The  Physician's  Role  in  Workman's 
Compensation: 

Without  industrial  injury  and  occupational  ill- 
ness, there  would  be  no  workmen’s  compensation 
law.  Therefore,  the  system  is  predicated  entirely 
upon  the  need  for  medical  care  which  places 
the  physician  in  a role  secondary  only  to  that 
of  the  workman  claimant.  The  vital  role  of  the 
physician,  both  as  a therapeutic  tool  and  as  an 
expert  witness,  contributes  substantially  to  the 
fluid  situation  in  the  application  of  the  work- 
men’s compensation  law.  We,  as  physicians,  don’t 
like  it;  we  are  inclined  to  reject  our  responsibility 
in  this  area,  but  we  cannot  escape  it.  Our  re- 
sponsibility extends  from  our  first  contact  with 
the  patient  through  the  entire  period  of  treat- 
ment for  the  acute  injury  or  illness,  through  the 
period  of  rehabilitation,  through  the  evaluation 
of  permanent  impairment,  and  through  the  pro- 
cess of  litigation  in  disputed  cases.  Even  more, 
our  responsibility  as  professional  citizens  extends 
through  our  influence  upon  the  thoughts  and 
actions  of  society,  both  as  individuals  and  col- 
lectively in  our  medical  societies  and  associa- 
tions. Our  influence  is  felt  when  it  is  exerted 
positively,  but  it  is  felt  equally  as  much,  if  not 
more  so,  when  our  role  is  passive. 

The  physician  and  his  patient  are  inextricably 
linked  in  the  development,  maintenance,  and 
alteration  of  a medical  and  social  welfare  system 
which  is  a significant  sample  of  the  more  exten- 
sive schemes  proposed  at  higher  levels  of  govern- 
ment and  to  which  our  official  association  and 
most  of  us  as  individuals  express  our  opposition. 
If  this  is  paradoxical,  we  must  seek  understand- 
ing, and  solutions  which  do  not  lie  solely  in 
statutory  change.  We  recognize  the  futility  of 
attempted  regression  and  must  question  the 
wisdom  and  justice  of  any  such  attempt.  My 
thesis  is  that  we  must  learn  to  live  with  and  to 
work  with  the  system  extant,  to  diagnose  and 
treat  our  patients  fully,  and  to  understand  our 
motivations  in  so  doing.  Only  through  concerted 
efforts  along  these  lines  may  we  as  individual 
physicians  and  collectively  eliminate  or  reduce 
the  abuses  of  workmen’s  compensation  by  our 
patients  and  their  attorneys.  These  too  are 
twined  with  our  use  and  misuse  of  our  training 
and  talents,  and-^  with  our  objedtive,  analytic, 
diagnosis  and  treatment,  or  lack  of  it.'“' 


The  Accident  Process: 

One  can  well  imagine  the  howls  of  anguish 
on  the  part  of  some  patients  and  physicians 
when  they  have  occasion  to  mutually  recognize 
a Reader’s  Digest-type  of  recapitulation  of  the 
paper  “The  Accident  Process,”  written  by  Hirsch- 
feld  and  Behan. Although  this  paper  merits 
your  attention  in  detail,  I find  it  mandatory  to 
refer  to  it  and  quote  from  it  liberally  in  this 
paper.  The  authors,  both  psychiatrists,  reviewed 
approximately  300  cases  of  industrial  accident 
claimants  who  were  referred  to  them  during 
the  course  of  litigation,  in  which  the  workers 
were  seeking  to  recover  damages  for  their  in- 
juries. It  should  be  reemphasized  that  the  study 
covered  only  such  cases  as  were  in  litigation,  and 
the  conclusions  drawn  by  the  authors  would  not 
necessarily  apply  to  the  vast  majority  of  uncom- 
plicated injuries  and  no-lost-time  accidents,  nor 
to  the  majority  of  treating  physicians.  One  won- 
ders, however,  how  many  cases  following  the 
route  of  litigation  who  have  not  been  evaluated 
by  psychiatrists  might  not  also  be  found  to 
have  been  seeking  accidents  to  happen  and 
physicians  who  would  not  or  could  not  cure 
them. 

In  reviewing  their  cases,  the  authors  were  led 
to  the  conclusion  that  in  seeking  to  answer  the 
questions  which  must  be  answered  in  administer- 
ing the  individual  claim,  the  physician  is  side- 
tracked from  delineating  and  treating  the  real 
problem.  Detailed  review  of  the  pre-injury  his- 
tories of  their  patients  revealed  alterations  in 
behavior,  infraction  of  safety  rules,  increased 
frequency  of  visits  to  the  company  dispensaries, 
and  even  more  specific  searches  for  psychiatric 
help.  The  “cry  for  help”  was  not  heard  by  fellow 
workers,  employers,  family,  friends,  or  physi- 
cians. The  accident  was  the  result  of  the  psycho- 
logical process.  And  then  partial  suicide  was 
committed. 

Enter  the  unwitting  physician!  He  is  activated 
by  the  dramatic  emergency,  examines  the  pa- 
tient, is  impressed  by  the  symptoms  and  by  the 
physical  findings,  institutes  treatment  for  the 
obvious  problems  and  maintains  a more  or  less 
satisfactory  relationship  with  his  patient  up  to 
the  point  where  the  patient  is,  or  should  be, 
recovering  and  ready  for  some  increase  in 
activity  or  possibly  return  to  work.  Subtle  altera- 
tions, and  sometimes  not  so  subtle,  develop  in 
the  rapport  between  patient  and  physician.  They 
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are  entering  a period  when  the  physician  would 
expect  rehabilitation  in  the  average  patient. 
Having  failed  to  recognize  the  precipitating 
cause  of  the  accident,  the  physician  becomes 
an  unwitting  threat  to  the  maintenance  of  the 
dependency  situation  which  was  sought  in  the 
accident.  The  threat  produces  a resistant,  if  not 
hostile,  response  on  the  part  of  the  patient, 
which  confuses  the  doctor  and  frustrates  his 
every  attempt  to  alleviate  the  continuously  ex- 
pressed symptoms. 

The  authors  point  out  that  physicians  are  not 
immune  to  the  feelings  of  hostility  which  may 
be  generated  by  confusion  and  frustration.  They 
point  out  that  the  physician  is  taught  to  let  his 
diligence  compensate  for  his  unacceptable  feel- 
ings. And  at  this  point  the  physician  overcom- 
pensates by  taking  more  x-rays,  more  tests,  and 
by  instituting  more  treatment.  This  is  most 
welcome  to  the  type  of  patient  referred  to. 
The  proof  of  disability  is  in  the  maintenance  of 
therapy.  Thus  enters  the  era  of  stalemate  in  the 
clash  between  the  personalities  and  motivations 
of  patient  and  physician.  Scapegoats  must  be 
sought.  They  are  readily  available  in  the  em- 
ployer, the  insuranee  carrier,  and  the  compensa- 
tion administrator.  The  physician  may  blame  the 
system  for  doing  too  much.  The  claimant  blames 
the  system  for  doing  too  little.  But  all  have 
joined  hands  and  dance  about  the  fires  of  ad- 
versity, and  are  engulfed  by  the  flames. 

The  authors  of  “The  Accident  Process”  state: 
“Except  when  clearly  explained  by  the 
normal  response  to  anatomical  defects, 
chronicity  in  injury  cases  should  be 
considered  psychogenic  unless  proven 
otherwise.” 

They  urge  the  abandonment  of  unproductive 
therapies,  and  a choice  of  therapeutic  methods 
directed  at  the  real  etiologies,  the  same  which 
were  productive  of  the  accident.  To  quote 
further: 

“Physicians  who  reserve  psychiatric 
diagnosis  until  all  others  are  excluded 
usually  make  tacit  or  overt  statements 
that  psychiatry  is  an  area  of  the  indef- 
inite. They  believe  that  the  entire  disci- 
pline is  one  of  vagueness  and  inexacti- 
tude, and  that  it  is  a mass  only  of 
personal  opinions.  Actually,  this  is  no 
more  true  of  psychiatry  than  it  is  of  the 
rest  of  the  body  of  medicine.” 


They  point  out  that  dividing  the  victim  of  an 
accident  into  somatic  and  psychic  simply  relieves 
everyone  but  the  psychiatrist  of  the  responsibility 
for  understanding  the  patient. 

At  this  point  it  is  interesting  to  note  that  they 
feel  that  the  treating  physician  who  is  an  inde- 
pendent practitioner  is  the  best  therapeutic 
instrument.  They  point  out  that  such  a physician 
would  be  an  internist  or  a well  trained  generalist 
who  also  has  a background  in  psychiatry.  This 
is  the  type  of  man  whom  they  feel  should  be 
the  captain  of  the  therapeutie  team,  and  the 
specialist,  whose  services  should  always  be  avail- 
able and  will  frequently  be  necessary,  should 
play  a subordinate  role.  But  how  many  of  us 
are  truly  qualified  for  the  role  the  authors 
describe?  How  many  of  us  take  the  time  or 
exert  the  effort  to  determine  the  causes  of  the 
aceidents,  if  we  ever  do,  before  realizing  that  we 
are  dealing  with  a serious  diagnostic  and  thera- 
peutic problem? 

Some  Observations  on  Abuse  by  Physicians: 

The  abuses  of  workmen’s  compensation  by 
the  patient-claimant  are  more  obvious  and  are 
well  known  by  most  of  us.  On  the  basis  of  my 
relatively  brief  four-year  experience  as  a medical 
administrator  and  advisor  to  the  Industrial  Com- 
mission of  Arizona,  I would  like  to  say  “Amen”  to 
the  principal  conclusions  drawn  by  Hirschfeld 
and  Behan.  There  are,  present  with  us  today, 
a number  of  physicians  with  extensive  experience 
in  dealing  with  the  chronicity  of  the  “hardcore” 
industrial  problem.  In  private  discussions,  I find 
that  they  do  not  excuse  their  own  deficiencies 
in  dealing  with  these  problems.  But  I wonder 
how  aggressively  any  of  us  set  about  correcting 
our  deficiencies  in  these  areas.  I wonder  how 
willing  we  are  to  aceept  workmen’s  compensa- 
tion law  as  a fait  accompli  and  to  accept  the 
vital  necessity  for  conforming  to  the  rules  of 
the  system  and  of  accepting  the  added  respon- 
sibilities if  we  intend  to  continue  to  treat  the 
industrially  sick  and  injured. 

The  law  is  the  law,  and  in  the  area  of  work- 
men’s compensation,  the  Code  of  Ethics  of  the 
American  Medical  Association  upholds  the  right 
of  the  third  party,  insurance  carrier  or  compen- 
sation administration,  to  the  medical  services  of 
the  private  practitioner  in  behalf  of  his  patients 
and  to  his  reports  and  opinions  based  on  his 
experience  with  the  patient  and  upon  his  best 
medical  judgment. 
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In  1955  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  adopted  a “Guide  for 
the  Evaluation  and  Implementation  of  a Pro- 
gressive Program  by  the  Medical  Profession” 
drafted  by  the  Council  on  Occupational  Health/ 
The  basic  goals  of  vi^orkmen’s  compensation 
were  defined  in  the  paper  as:  1.  Rehabili- 
tation of  the  occupationally  disabled;  2.  As- 
sured, prompt  and  adequate  indemnity  for  the 
occupationally  disabled  or  their  survivors;  3. 
Minimal  cost  to  employers  and  society  commen- 
surate with  the  above  provisions. 

The  rehabilitation  can  be  accomplished  only 
with  complete  diagnosis,  including  the  motiva- 
tions of  the  patient,  early  and  with  appropriate 
therapeutic  attention  to  detail  in  this  area  as 
well  as  in  the  area  of  the  physical  or  emotional 
injuries  sustained.  Deferral  of  this  diagnostic 
and  therapeutic  approach  leads  to  the  chronicity 
which  is  all  too  familiar  and  with  which  it  is  all 
too  difficult  to  cope. 

The  assured,  prompt  and  adequate  indemnity, 
of  course,  is  a function  of  the  insurance  carrier 
and  of  the  administrators.  In  this  area  we  are 
constantly  seeking,  and  I believe  successfully 
so,  ways  and  means  of  improving  policies  and 
procedures,  although  statutory  and  perhaps  con- 
stitutional change  might  make  possible  further 
improvement.  But  under  no  system  of  policies 
and  procedures  can  significant  improvements  be 
made  without  assured,  prompt  and  detailed 
medical  reporting  by  the  attending  physician 
and  consultants. 

The  minimal  cost  element  in  this  triad  is  a 
function  of  the  physician,  the  hospital,  the  labor- 
atory, the  rehabilitation  center,  and  of  the  ad- 
judicating body. 

The  same  report  states: 

“Physicians  who  wish  to  receive  calls  for 
service  to  the  occupationally  disabled  should 
be  prepared  to  assume  duties  and  obliga- 
tions which  are  not  encountered  in  private 
practice.  The  best  interests  of  the  disabled 
patient  will  be  served  in  the  following  ways : 

(a)  Concise,  accurate  information  and  re- 
ports descriptive  of  the  disability  should  be 
furnished  promptly  and  to  the  same  extent 
to  the  patient  or  his  dependents,  the  em- 
ployer, workmen’s  compensation  insurance 
carrier  and  the  administrative  agency. 

(b)  Testimony  should  be  given  before  the 


administrative  agency  upon  reasonable  no- 
tice. A physician’s  testimony  must  adhere 
to  reasonable  scientific  deductions  regarding 
the  injury,  disease,  or  possible  sequelae  to 
the  end  that  every  deserving  claim  receives 
just  consideration. 

( c ) Consultation  should  be  requested  in 
case  of  serious  illness,  especially  in  doubt- 
ful or  difficult  conditions,  and  agreement 
given  for  consultation  with  mutually  ac- 
ceptable physicians  when  requested  by  one 
of  the  interested  parties.  Effective  rehabili- 
tation goes  beyond  accurate  diagnosis  and 
expert  treatment.  Although  the  attending 
physician  should  remain  in  charge,  he  must 
embrace  the  modern  concept  of  team  work 
in  the  rehabilitation  process.  Physicians 
should  not  only  cooperate  with  each  other 
but  also  collaborate  with  the  whole  team  of 
paramedical  workers  to  assure  maximum 
rehabilitation. 

(d)  Determination  should  be  made  by  sci- 
entific methods  and  upon  the  basis  of  ob- 
jective measurable  factors  of  permanent  ana- 
tomic, or  functional  impairment  of  a spe- 
cific member  or  his  patient  as  a whole  as 
compared  to  the  normal.  From  the  medical 
standpoint,  permanent  anatomic  or  func- 
tional impairments  cannot  vary  because  of 
geographic  location  or  circumstances  under 
which  they  are  incurred.  Therefore,  the 
physician  should  determine  the  percentage 
of  permanent  impairment  without  regard 
to  sex,  age,  occupation,  or  real,  presumed 
or  potential  wage  loss.  The  application  of 
these  and  all  other  factors  provided  by  law 
to  the  percentage  of  permanent  impairment 
established  by  the  physician  is  the  responsi- 
bility of  the  administrative  agency  in  de- 
termining the  indemnity  award.  In  general, 
physicians  are  no  more  qualified  by  experi- 
ence or  training  to  evaluate  such  factors 
than  any  other  disinterested  individual.” 

In  reviewing  many  of  the  files  of  the  sixty- 
some-thousand  claims  per  year  under  the  Ari- 
zona Workmen’s  Compensation  Law,  we  find 
much  ignorance  of  and  violation  of  these  con- 
cepts. Most  of  the  abuse  by  physicians  is  un- 
witting, and  some,  in  the  area  of  billing  for 
services,  is  the  result  of  delegation  of  the  physi- 
cian’s responsibility  to  his  office  assistants.  Some 
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is  the  result  of  incomplete  history-taking  or  in- 
complete reporting  of  history  taken.  Some  is 
the  result  of  inaccurate  or  incomplete  reporting 
of  diagnosis  or  diagnoses.  The  reporting  of  a 
symptom  such  as  “low  back  pain”  as  a diagnosis 
signifies  little  in  the  way  of  relationship  of  the 
problem  to  the  history  of  low  back  injury  when 
the  attending  physician  reports  the  presence  of 
pus  cells  and  albumen  in  the  urine,  or  X-rays 
which  show  evidence  of  previous  myelography. 

The  report  of  a diagnosed  condition  with 
questionable  relationship  to  the  alleged  accident 
means  little  if  it  is  not  supported  by  the  opinion 
of  the  attending  physician  which  is  based  on 
sound  scientific  reasoning.  The  report  by  the 
attending  physician  of  a possible  relationship, 
as  opposed  to  a probable  relationship,  decreases 
the  likelihood  of  early  acceptance  of  a claim. 
The  report  of  a pneumonia  caused  by  a chill 
wind  blowing  makes  one  wonder  if  the  physician 
has  forgotten  the  bacterial  etiology  of  such 
disease.  The  history  of  lifting  bags  of  cement 
with  no  reported  trauma,  followed  by  removal 
of  an  acute  appendix  two  or  three  hours  after 
the  patient  is  first  seen  by  the  physician  makes 
one  wonder  if  the  physician  has  forgotten  his 
anatomy  and  physics  when  he  refers  to  a “trau- 
matic appendicitis.” 

The  importance  and  the  efficacy  of  physical 
therapy  is  subject  to  question  when  applied 
daily,  except  for  Saturday,  Sunday  and  holidays, 
for  three  months  at  a time.  This,  in  the  face 
of  no  reported  progress,  or  progress  reported  in 
the  vague  term  of  “progress  is  satisfactory.  To 
maintain  this  progress,  please  authorize  another 
fifteen  physical  therapy  treatments.”  The  file 
in  a case  of  this  type  looks  little  different  from 
that  in  which  the  attending  physician  is  a pseu- 
domedical cultist.  And  subsequently  the  pro- 
gress of  the  patient  is  found  to  be  approximately 
the  same. 

The  strictly  private  patient  seeks  recourse 
through  the  courts  in  the  event  of  malpractice. 
The  industrial  patient  accepts  all  benefits  under 
the  Workmen’s  Compensation  Law,  including 
treatment  of  conditions  resulting  from  malprac- 
tice, usually  without  thought  of  other  legal  re- 
course. Dependent  as  the  administrative  agency 
is  upon  the  medical  profession  as  a whole,  it 
does  not  as  a matter  of  policy,  pursue  the  ques- 
tion of  malpractice  aggressively,  unless  it  be  so 


overt  as  to  warrant  referral  to  the  Board  of  Med- 
ical Examiners  with  the  probability  of  stringent 
disciplinary  action. 

Imagine  the  righteous  indignation  were  the 
Industrial  Commission,  as  the  economically  ag- 
grieved party,  to  file  a malpractice  action! 

An  unfortunate  abuse,  not  only  of  the  Work- 
men’s Compensation  Law  but  also  of  the  patient 
and  the  profession,  is  the  occasional  failure  of 
an  attending  physician  to  participate  in  group 
consultations  which  are  legally  and  ethically 
scheduled  at  the  request  of  the  patient,  the 
employer,  the  insurance  carrier,  or  of  the  In- 
dustrial Commission,  with  the  prime  purpose  of 
developing  a reasonable  therapeutic  program  or 
providing  the  medical  basis  for  the  ultimate 
legal  disposition  of  the  claim.  I find  it  difficult 
to  comprehend  the  thinking  of  a physician  who 
denies  his  patient  the  benefit  of  his  experience 
and  knowledge  in  the  group  consultation  setting. 
Failure  to  participate  and  subsequent  failure  to 
concur  with  the  preponderance  of  qualified  med- 
ical opinion  perpetuates  the  problem  of  disabil- 
ity which  the  physician  and  the  law  are  bound 
to  resolve,  and  promotes  litigation  which  ex- 
ploits our  ignorances  and  pits  one  physician 
against  another.  Complete  agreement  among 
physicians  is  never  to  be  expected  but  a meeting 
of  the  minds  concerned  can  lead  to  rational  and 
unanimous  conclusions. 

Another  abuse,  which  only  tends  to  increase 
the  red  tape  which  we  all  abhor,  is  that  of  re- 
porting a percentage  functional  impairment 
without  reporting  any  abnormal  objective  find- 
ings. In  such  cases  there  is  no  basis  for  con- 
firmation of  the  estimate  on  the  part  of  the 
medical  administrator.  Direct  inquiry  frequently 
leads  to  report  of  the  objective  findings,  and  oc- 
casionally leads  to  no  response.  In  either  case, 
however,  the  Commission  and  the  physician  are 
subjected  to  additional  paper  work.  Then  addi- 
tional consultation,  either  individual  or  group, 
is  required  at  additional  expense  to  the  fund,  to 
the  employer,  and  hence  to  the  consumer,  the 
physician  and  the  claimants  themselves.  A phy- 
sician who  is  competent  to  estimate  a permanent 
impairment  should  be  competent  and  willing  to 
report  the  basis  upon  which  he  makes  such  an 
estimate. 

As  a matter  of  administrative  policy,  when 
a patient  has  been  totally  disabled  for  several 
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weeks  or  months  for  an  apparently  minor  in- 
jury, the  attending  physician  is  asked  if  he  de- 
sires consultation.  I cannot  help  but  be  wary 
of  the  physician  who  states  “no  consultation 
necessary”  without  some  report  of  the  patient’s 
current  status  and  without  some  prognostication. 
The  physician  who  does  not  respond  to  an  in- 
quiry from  the  Claims  Department  regarding 
the  medical  condition  of  a patient,  and  who 
states  that  he  would  respond  only  to  inquiry 
from  another  physician,  for  example,  the  Medi- 
cal Advisor,  is  asking  the  impossible  in  most 
cases,  unless  he  is  willing  to  encourage  the  de- 
velopment of  an  extensive  medical  bureaucracy, 
which  in  my  opinion,  is  not  warranted.  With 
only  physicians  making  inquiry  regarding  medi- 
cal problems  and  directing  all  correspondence 
to  attending  physicians,  I feel  quite  sure  the 
problems  of  communication  would  be  altered 
little.  The  American  Medical  Association  re- 
ported this  year  a 20  per  cent  increase  in  total 
physicians  not  in  private  practice  as  compared 
to  9 per  cent  increase  in  all  physicians  in  the 
United  States  in  the  same  four-year  period  from 
1960  through  1963.  It  is  essential  that  physi- 
cians treating  the  industrially  injured  become 


aware  of  the  modus  operandi  of  the  administra- 
tive agency. 

Conclusions: 

In  these  days  of  investigations  of  boards  and 
commissions,  of  social  and  political  turmoil,  and 
of  strong  forces  pressing  for  more  and  more 
federalized  medical  care,  it  is  vital  that  we,  as 
physicians,  become  familiar  with  the  law,  the 
rules  and  regulations  applicable  to  the  practice 
of  medicine  under  the  law,  with  the  policies  and 
procedures  of  the  administrative  agencies  con- 
cerned with  administering  the  law,  and  with 
the  motivations  of  the  occupationally  sick  and 
injured  and  of  our  own  motivations  in  treating 
them. 
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THE  PAPER  JUNGLE  OF  DRUG  DESEARCH 

To  a member  of  the  clinical  research  staff  of  a pharmaceutical  manufacturer 
the  impact  of  the  new  drug  law  and  F.D.A.  regulations  has  been  overwhelm- 
ing. The  immediate  and  unprinted  reaction  reflects  the  enormous  increase  in 
paper  work  and  the  infinite  detail  that  are  now  demanded  of  the  individual 
responsible  for  the  clinical  development  of  a drug  for  a pharmaceutical  manu- 
facturer. . . . You  have  all  been  regaled  by  accounts  of  the  size  of  the  current  new 
drug  applications.  Our  latest  weighed  550  pounds,  and  is  by  no  means  a record. 
Sending  in  supplementary  case  data  on  that  particular  application  involved  re- 
producing, collating  and  forwarding  over  80,000  individual  sheets  of  paper!  — 
Irwin  C.  Winter,  Ph.D.,  M.D.,  in  Journal  of  New  Drugs,  4:6,  (Nov.-Dee.)  1964. 
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The  Arizona  Children’s  Colony,  a State  supported  institution  near  Coolidge, 
cares  for  the  largest  population  of  mentally  retarded  individuals  in  the  State.  In 
this  article  the  authors  describe  the  physicial  plant,  philosophy  and  classification 
of  residents  of  the  institution. 


Introduction 

HE  Arizona  Children’s  Colony,  a state  insti- 
tution, is  located  near  Coolidge,  Arizona,  and 
constitutes  the  largest  single  population  of  men- 
tally retarded  individuals  in  the  state.  It  is  an 
open  institution  that  encourages  both  lay  and 
professional  visitation.  The  Colony  began  op- 
erating in  1952  with  a capacity  of  252  beds.  As 
of  June  30,  1964,  there  were  979  retarded  persons 
enrolled;  of  this  number,  there  were  525  males 
and  454  females,  with  an  age  range  from  six 
months  to  thirty-four  years. 

The  philosophy  of  the  Colony  holds  that  its 
purpose  is  to  help  each  child  to  develop  to  the 
fullest  by  providing  him  opportunity  and  stim- 
ulus to  become  as  independent  and  self-sus- 
taining as  his  capacities  will  permit.  Although 
the  child’s  disabilities  are  not  ignored,  the  ac- 
cent is  on  his  assets  in  order  to  encourage  a feel- 
ing of  success,  for  it  has  been  conceived  that 
success  causes  fundamental  changes  of  attitude 
within  a child  who  has  consistently  been  unable 
to  meet  the  demands  of  competitive  existence 
with  others. 


Arizona  State  law  provides  that  any  child  who 
is  mentally  retarded,  under  twenty-one  years  of 
age,  and  whose  parents  have  been  residents  of 
the  state  for  three  years  prior  to  the  date  of 
application,  is  eligible  for  admission  to  the 
Colony.  Since  requests  for  admission  exceed 
placement  space  (over  350  applicants  presently 
await  enrollment),  children  are  admitted  accord- 
ing to  need  for  the  type  of  training  and  care 
available. 

Tuition  payment  is  determined  by  the  Super- 
ior Court  judge  at  the  time  of  the  admission 
hearing,  and  is  paid  by  the  parents  and/or  the 
resident  county.  Cost  of  maintaining  a child 
at  the  Colony  is  based  on  the  operation  budget. 
The  current  cost  is  $122.50  per  month. 

Nineteen  residential  cottages  and  a school 
facility  are  maintained  by  the  Colony  in  its  role 
as  the  state  training  school  and  residential  insti- 
tution for  the  mentally  retarded.  Other  facilities 
include  an  infirmary,  laundry,  commissary,  main- 
tenance shops,  and  a recently  completed  recrea- 
tion camp  on  Mt.  Lemmon.  An  expanded  farm 
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unit  has  also  lately  been  constructed.  The  Col- 
ony is  administered  by  a superintendent,  under 
whom  eight  department  heads  preside  over  re- 
spective departments  of  business,  medicine,  cot- 
tage life,  training,  social  service,  psychology, 
farm  and  maintenance. 

The  population  of  the  Arizona  Children’s  Col- 
ony is  heterogeneous  in  terms  of  racial  and 
ethnic  groups.  Although  the  majority  of  the 
residents  are  Caucasians,  a sizeable  proportion 
of  the  population  is  made  up  of  Mexicans,  Ne- 
groes, and  Indians. 


Table  1:  Age  Distributions  of  Colony  Residents 


Age 

Male 

Female 

Total 

Per  Cent 

5 

20 

11 

31 

3.2 

5-9 

77 

69 

146 

14.9 

10-14 

142 

115 

257 

26.2 

15-19 

135 

137 

272 

27.8 

20-24 

94 

70 

164 

16.8 

25-29 

42 

41 

83 

8.5 

30-34 

15 

11 

26 

2.6 

Intelligence 

Table  2 illustrates  the  distribution  of  males 
and  females  in  various  intelligence  levels  utiliz- 
ing the  American  Association  on  Mental  Defi- 
ciency intelligence  classifieation  system.*  This 
data  discloses  that  there  is  a tendency  for  the 
Colony  population  to  be  concentrated  in  the  low- 
er levels  of  intelligence,  as  slightly  more  than 
35%  of  the  population  are  judged  as  falling  in 
the  profound  range.  More  than  59%  of  the  resi- 
dents are  rated  as  severely  or  profoundly  re- 
tarded. 


Table  2:  Distribution  of  the  Arizona  Children’s  Colony 


Population  According  to 
30,  1964. 

Intelligence  Level 

as  of  June 

Classification 

Males 

Females 

Totals 

Per  Cent 

Borderline 

17 

8 

25 

2.6 

Mild 

60 

52 

112 

11.4 

Moderate 

139 

111 

250 

25.6 

Severe 

130 

108 

238 

24.3 

Profound 

174 

170 

344 

35.1 

Unclassified 

5 

5 

10 

1.0 

Totals 

525 

454 

979 

100.0 

It  is  believed  that  the  preponderance  of  Col- 
ony retardates  in  the  lower  intelligence  levels 
is  due  to  three  factors:  (I)  Parents  are  more  likely 


to  seek  institutionalization  for  a profoundly  re- 
tarded child  than  for  a mildly  retarded  child.  (2) 
Public  school  and  private  organizations  are  in- 
creasingly providing  special  education  programs 
for  moderately  and  mildly  retarded  children. 
(3)  The  “brighter”  institutionalized  retardate  has 
the  best  chance  of  returning  to  the  community. 

Eliology 

The  medical  etiological  classification  system 
advocated  by  the  American  Association  on  Men- 
tal Deficiency  is  used  at  the  Colony.  Etiolog- 
ical classifications  are  based  on  medical  and  psy- 
chological data. 

Table  3 is  a compilation  of  the  etiological 
classifications  of  the  979  Colony  retardates.  The 
data  is  presented  according  to  sex  and  percent- 
age of  the  total  population. 


Table  3:  Etiological  Classification  of  979  Residents  of 
the  Arizona  Children’s  Colony  as  of  June  30,  1964. 


Word 

Code  Description  Male 

Female 

Total 

Per  Cent 

11  Prenatal 
infection  . . . 

10 

9 

19 

1.5 

12  Postnatal 
infection  . . . 

53 

52 

105 

10.7 

21  Toxemia  of 
pregnancy  . . 

2 

1 

3 

.3 

22  Maternal 
intoxications 

0 

1 

1 

.1 

23  Bilirubin  . . . 

. 5 

5 

10 

1.0 

24  Post-immu- 
nization . . . . 

1 

2 

3 

.3 

29  Other  in- 
toxications . 

2 

1 

3 

.3 

31  Prenatal 
injury  

3 

6 

9 

.9 

32  Mechanical 
injury  at 
birth  

45 

38 

83 

8.5 

33  Anoxemia  at 
birth  

26 

13 

39 

4.0 

34  Postnatal 
injury  

29 

18 

47 

4.8 

42  Phenylke- 
tonuria .... 

4 

5 

9 

.9 

47  Hypothy- 
roidism .... 

2 

4 

6 

.6 

49  Unknown 
growth, 
metabolic  or 
nutritional  . 

6 

4 

10 

1.0 
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51  Neurofibro- 


matosis  . . . . 
52  Trigeminal 
cerebral 

2 

0 

2 

.2 

angiomatosis 
53  Tuberous 

1 

1 

2 

.2 

sclerosis  . . . 
59  Intracranial 
neoplasm 

2 

4 

6 

.6 

other  

61  Cerebral 
defect 

0 

1 

1 

.1 

congenital  . . 
62  Primary 
cranial 

10 

9 

19 

2.0 

anomaly  . . . 
63  Laurence- 

19 

21 

40 

4.1 

Moon-Biedl 

1 

0 

1 

.1 

64  Mongolism  . 
69  Unknown 
prenatal 

63 

66 

129 

13.2 

influence  . . 
71  Diffuse 
Sclerosis  of 

23 

16 

39 

4.0 

brain  

72  Cerebellar 

0 

1 

1 

.1 

degeneration 

1 

5 

5 

.6 

78  Prematurity 

79  Structural 
reactions 

30 

35 

65 

6.7 

manifest  . . . 
81  Cultural- 

100 

83 

183 

18.7 

familial  ....  39 
82  Environmental 

28 

67 

6.9 

deprivation . 
83  Emotional 

2 

3 

5 

.5 

disturbance  . 

2 

0 

2 

.2 

84  Psychosis  ...  3 

89  Functional 
reaction  alone 

2 

5 

.5 

manifest  . . . 

40 

18 

58 

5.9 

Unclassified 

2 

3 

5 

.5 

Totals  

525 

454 

979 

100.0 

Etiological  classifications  are  often  impossible 
to  make  due  to  lack  of  reliable  data.  For  ex- 
ample, birth  weights  have  been  a matter  of 
public  record  in  Arizona  only  since  1949.  In  a 
recent  study  on  the  relationship  between  mental 
retardation  and  prematurity  that  was  conducted 
at  the  Colony, over  160  individuals  could  not 
be  considered  for  inclusion  in  the  study  due  to 
lack  of  dependable  birth  weight  data. 

Concomitants 

Table  4 illustrates  the  high  prevalence  of  other 
conditions  associated  with  mental  retardation 
among  Colony  residents. 

Nearly  one  child  in  five  has  auditory  and/or 
visual  problems  that  necessitate  training  or  man- 
agement considerations.  The  rate  of  sensory 
deficits  may  even  be  higher  than  these  figures 


indicate,  as  appraisal  of  sensory  impairments  is 
extremely  difficult  with  profoundly  retarded  in- 
dividuals who  manifest  minimal  responses  to 
environmental  stimuli. 

Not  all  of  the  31.6%  of  children  classified  as 
having  a convulsive  disorder  are  active  seizure 
patients.  This  classification  also  includes  indi- 
viduals with  histories  of  seizures  that  have 
abated,  as  well  as  those  epilepties  under  ade- 
quate anti-convulsant  control. 

The  high  prevalence  of  motor  dysfunctions 
may  be  an  additional  reflection  of  the  tendency 
of  the  Colony  to  be  responsible  for  increasing 
proportions  of  severly  and  profoundly  retarded 
individuals. 


Table  4:  Secondary  Classifications  of  Residents  of  the 
Arizona  Children’s  Colony. 


Condition  Male 

Female 

Total 

Per  Cent 

Sensory  Impairment . 90 

86 

176 

18.0 

Convulsive  disorder.  160 
Psychiatric 

143 

303 

31.6 

impairments  31 

14 

45 

4.6 

Motor  dysfunction  . . 175 
Associated 

178 

353 

36.1 

prematurity  65 

72 

137 

16.8 

The  prevalence  of  prematurity  recorded  in 
Table  4 is  based  upon  814  children  at  the  Colony 
with  verified  birth  records.  It  is  interesting  to 
note  that  16.8%  of  these  retardates  had  diagnoses 
of  prematurity  (birth  weights  of  2500  grams  or 
less)  whereas,  the  annual  prematurity  rate  for 
Arizona  in  general  is  approximately  7.5%.'^'  This 
comparison  indicates  a relationship  between  pre- 
maturity and  intellectual  loss. 

Summary 

The  Arizona  Children’s  Colony,  a state  resi- 
dential institution  for  the  retarded  has  been 
briefly  described  in  terms  of  its  purpose,  philoso- 
phy, physical  plant  and  classification  of  residents 
in  order  to  provide  the  physician  of  Arizona  with 
a better  understanding  of  this  resource. 

It  should  be  pointed  out  that,  in  spite  of  re- 
cent construction,  space  demands  exceed  the 
number  of  beds  available.  In  the  light  of  pro- 
jected population  growth  for  Arizona,  the  need 
for  sufficient  facilities  for  the  retarded  promises 
to  be  a problem  for  some  time  to  come. 
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Medicolegal  Faux  Pas 

by 

Walter  V.  Edwards,  M.D. 


Introduction: 

HIS  medicolegal  case  report  is  presented  for 
publication  on  the  recommendation  of  the  Pro- 
fessional Committee  of  the  Arizona  Medical 
Association  at  a regular  meeting  held  on  January 
10,  1965. 

This  case  report  demonstrates: 

1.  The  administrative  and  legal  errors  which 
may  develope  as  a result  of  the  submission  of  in- 
complete or  insufficiently  detailed  medical  his- 
tory and  physical  findings  pertinent  to  the  mak- 
ing of  just  decisions  by  an  administrative  agency, 
such  as  the  Industrial  Commission;  and 
2.  The  unfortunate  differentiation  between 
medical  and  legal  causation  in  the  acceptance 
or  denial  of  claims  under  the  workmen’s  com- 
pensation law. 

Our  method  of  presentation  is  that  of  two 
case  histories,  the  one  being  that  upon  which 
the  Industrial  Commission  accepted  the  claim 
as  compensable,  and  the  other  upon  which  the 
Industrial  Commission  ultimately  rescinded  its 
former  decision  regarding  compensability.  For 
the  sake  of  brevity,  only  the  most  salient  features 
of  each  case  history  will  be  presented. 

Case  History  No.  1: 

On  July  10,  1964,  the  claimant,  a 33-year-old, 
white  male  laborer  on  a farm  filed  an  Initial 
Report  of  Attending  Physician  (sic),  stating 
that  he  had  slipped  and  fallen  to  the  ground  and 
had  injured  his  left  knee  on  April  18,  1964.  No 
medical  report  was  presented  on  this  form  nor 
was  there  a physician’s  signature.  On  the  same 
date,  there  was  received  by  the  Commission  a 
report  from  an  orthopedic  surgeon  stating  that 
he  had  first  seen  the  patient  on  June  16,  1964 
at  the  request  of  an  internist.  His  diagnosis 
was:  Nonspecific,  chronic  synovitis  of  the  left 
knee.  He  suggested  that  the  condition  might 

Medical  Advisor,  The  Industrial  Commission  of  Arizona. 


be  an  early  manifestation  of  rheumatoid  arthritis 
but  that  tests  for  rheumatoid  arthritis  were  nega- 
tive at  that  time  and  the  patient  had  no  clinical 
finding  to  suggest  any  other  joint  involvement. 

An  operative  report  indicated  that  on  June  22, 
1984,  a synovectomy  of  the  left  knee  had  been 
done  because  of  monarticular  arthritis  of  the  left 
knee,  etiology  undetermined.  The  postoperative 
diagnosis  was  the  same  but  with  the  added 
statement  “probable  rheumatoid  arthritis.” 

X-rays  taken  on  May  17,  1964  were  reported 
as  showing  fluid  in  the  supra  and  retropatellar 
recesses.  There  was  bony  demineralization  in- 
volving the  ends  of  the  condyles  of  the  left  femur 
at  the  articular  margins  as  well  as  of  the  medial 
aspect  of  the  head  of  the  tibia  at  its  articular 
margin.  The  findings  were  reported  as  con- 
sistent with  clinical  impression  of  acute  septic 
arthritis.  X-rays  on  June  16,  1964  taken  prior 
to  the  surgery,  showed  an  increase  in  the  demin- 
eralization of  the  bony  components  of  the  knee. 
Soft  tissue  swelling  was  still  present. 

Laboratory  findings  on  May  16,  1964  were: 
W.B.C.  12,100  with  Segs.  52,  Band  2,  Lymph.  18, 
Eo.  21,  Mono,  2,  Baso.  2.  Sedimentation  rate  on 
May  17,  1964  was  38.5  mm/hr.  and  the  Latex 
Fixation  was  negative.  The  blood  uric  acid  was 
21.8.  Cultures  of  the  knee  joint  fluid  on  May  18, 
1964  showed  no  growth  for  four  days,  and  no 
acid  fast  bacilli  were  seen. 

On  May  22,  1964  the  blood  uric  acid  was  5.1. 
On  May  23,  1964  the  sedimentation  rate  was 
30  mm/hr.  On  May  26,  1964  W.B.C. ’s  were 
12,300  and  the  hemogram  otherwise  remained 
approximately  the  same. 

The  Industrial  Commission  solicited  the  in- 
ternist’s report  which  was  contained  in  an  Initial 
Report  of  Attending  Physician,  reporting  pain 
and  swelling  of  the  left  knee  and  a diagnosis  of 
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synovitis,  left  knee;  rheumatoid  arthritis.  He 
stated  that  he  had  no  information  that  this  was 
an  industrial  injury;  and  that  this  report  was 
being  filed  at  the  request  of  the  Industrial  Com- 
mission. He  stated  that  hospital  records  were 
available. 

During  the  interval,  the  employer,  a partner 
in  the  business,  carrying  the  same  surname  as 
the  claimant,  reported  that  on  April  18,  1964, 
while  cutting  hay  with  a swather  machine,  the 
claimant  had  stepped  off  the  machine,  had 
slipped  and  had  hit  the  machine  with  his  left 
knee. 

At  this  point,  the  Industrial  Commission  ac- 
cepted the  claim  for  benefits  under  the  Arizona 
Workmen’s  Compensation  Act  on  a presumption 
that  the  patient  had  a preexisting  chronic  joint 
disease  which  had  been  “aggravated”  by  the  ac- 
cident which  was  attested  to  by  the  employer. 
Acceptance  of  such  a claim  is  obligatory  upon 
the  Commission  on  the  basis  of  many  past  judi- 
cial decisions  in  a situation  where  there  is  un- 
refuted evidence  of  at  least  an  accident,  if  not 
an  injury. 

Case  No.  2,  Same  Patient: 

The  internist  was  concerned  with  the  accept- 
ance of  this  claim,  and  reported  to  the  Profes- 
sional Committee  of  the  Arizona  Medical  Asso- 
ciation as  follows; 

The  patient  is  a 33-year-old  farm  laborer  who 
was  referred  on  May  15,  1964  by  his  family 
physician  for  evaluation  of  pain  in  the  left  knee 
of  two  and  one-half  weeks’  duration.  The  his- 
tory obtained  from  the  family  physician  and  the 
patient  revealed  that  the  patient  on  or  about 
April  15,  1964  had  sustained  a venereal  exposure 
while  in  Mexico.  On  approximately  April  21, 
1964  he  had  developed  a purulent  penile  dis- 
charge. On  April  17,  1964  he  was  seen  by  the 
family  doctor  and  examination  of  the  urethral 
discharge,  for  the  presence  of  Neisseria  gono- 
coccus, was  positive.  The  patient  was  treated 
with  penicillin.  He  was  next  seen  on  April  29, 
1964  following  the  onset  of  signs  and  symptoms 
of  an  acute  arthritis  of  the  left  knee.  At  that 
time  he  was  started  on  daily  injections  of  peni- 
cillin and  his  urethral  discharge  cleared,  but  he 
continued  to  manifest  symptoms  of  acute  pain 
and  swelling  of  the  left  knee. 

On  May  6,  1964  he  was  started  on  Tetra- 
cycline. A chest  X-ray  was  obtained  following 
the  onset  of  pleuritic-type  of  chest  pain  and  this 


examination  revealed  the  presence  of  question- 
able pleural  fluid.  On  May  8,  1964  the  patient 
developed  an  urticarial  skin  rash  and  penicillin 
injections  were  discontinued. 

At  the  time  of  the  internist’s  first  examination, 
the  patient’s  principal  symptoms  were  pain  and 
swelling  of  the  left  knee  with  subjective  soft 
tissue  swelling  of  his  knee  above  the  ankle.  There 
was  no  fever  and  there  was  no  history  of  any 
ocular  symptoms  such  as  pain,  redness  or 
discharge. 

Pertinent  findings  on  examination  were  com- 
patible with  the  presence  of  an  acute  arthritis 
of  the  left  knee  manifested  by  swelling,  tender- 
ness and  limitation  of  motion.  There  was  a 
Grade  II  pitting  edema  of  the  left  ankle.  An 
obvious  effusion  was  present  in  the  left  knee. 

On  May  16,  1964  the  patient  was  hospitalized 
and  roentgen  examination  of  the  left  knee  re- 
vealed changes  indicative  of  fluid  in  the  patellar 
recesses.  There  was  some  evidence  of  bony  de- 
mineralization. The  findings  were  thought  to 
be  consistent  with  the  clinical  impression  of  an 
acute  septic  arthritis. 

The  internist  then  repeated  the  essence  of  the 
history  as  indicated  under  Case  History  I. 

Sequel: 

The  obvious  difference  between  these  two 
case  histories  is  that  the  second  history  gives  the 
details  of  an  acute  Neisserian  urethral  infection 
and  acute  septic  arthritis  of  the  left  knee.  This 
additional  history,  in  the  eyes  of  the  Industrial 
Commission,  altered  the  probability  of  aggra- 
vation of  a preexisting  condition  by  the  alleged 
accident  to  a mere  possibility,  and  rather  more 
an  improbability  of  the  alleged  accident  being 
responsible  for  any  of  the  disability  for  which 
the  claimant  was  treated.  Independently,  the 
Industrial  Commission  did,  through  investiga- 
tive means,  determine  that  the  patient  had  been 
treated  by  another  physician.  The  concise  state- 
ment made  by  the  family  physician  was  as 
follows: 

“The  patient  was  first  seen  on  4-27-64  for  a 
urethral  discharge  which  has  been  present  for 
approximately  one  week.  A smear  of  the  dis- 
charge revealed  gram-negative  intracellular 
diplococci.  He  was  given  intramuscular  peni- 
cillin and  the  following  day  reported  that  he  had 
a painful  knee.  There  was  no  mention  made  of 
any  injury.  He  was  seen  again  on  June  29,  1964 
and  examination  revealed  a swollen  red  hot  left 
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knee.  It  was  my  impression  at  the  time  that 
this  was  a septic  infection  of  the  knee  due  to 
gonorrhea.  Again,  no  mention  was  made  of  any 
injury  or  accident.” 

The  Industrial  Commission  then  issued  find- 
ings to  the  effect  that  additional  evidence  had 
been  obtained  showing  that  applicant  did  not 
suffer  an  injury  by  accident  arising  out  of  and 
in  the  course  of  his  employment  and  ordered 
that  the  Commission  rescind  its  acceptance  ac- 
tion and  that  the  applicant  repay  to  the  Indus- 
trial Commission  the  sums  to  cover  the  amount 
erroneously  expended  by  the  Commission.  This 
order  was  dated  January  20,  1965,  about  four 
months  after  the  order  of  acceptance  and  ten 
weeks  after  the  Commission  first  suspected  that 
its  award  had  been  erroneous. 

The  medical  sequel  is  relatively  unimportant 
in  this  paper.  The  legal  sequel  is  that  the  claim- 
ant has  protested  the  most  recent  findings  and 
order  denying  liability  for  the  claim  and  order- 
ing reimbursement  of  the  Commission.  He  has 
requested  a hearing  which  will,  in  all  probabil- 
ity, be  held,  requiring  the  presence  of  those  phy- 
sicians, employers  and  associates  to  testify.  A 
decision  made  following  that  hearing  may  be 
appealed  to  the  appellate  court  of  Arizona  and 
ultimately  to  the  Supreme  Court  of  Arizona. 

Had  the  entire  history  been  available  to  the 
Commission  at  the  time  it  made  its  first  deter- 
mination, the  legal  course  of  events  might  have 
been  essentially  the  same  but  would  have  been 
much  expedited. 

Comments: 

The  Principles  of  Medical  Ethics,  of  the 
American  Medical  Association,  Section  9,  states: 

“A  physician  may  not  reveal  the  confidences 
entrusted  to  him  in  the  course  of  medical  attend- 
ance, or  the  deficiencies  he  may  observe  in  the 
character  of  patients,  unless  he  is  required  to  do 
so  by  law  or  unless  it  becomes  necessary  in  order 
to  protect  the  welfare  of  the  individual  or  the 
community.” 

The  Arizona  Revised  Statutes  23-908,  Para- 
graph C.  states: 

“Information  obtained  by  the  attending  physi- 
cian or  surgeon  while  in  attendance  on  the  in- 
jured person  shall  not  be  considered  a privileged 
communication,  if  such  information  is  required 
by  the  Commission  for  a proper  understanding 
of  the  case  and  a determination  of  the  rights 
involved.” 


Under  the  introduction  to  the  Fee  Schedule 
and  Rules  and  Regulations  in  the  hands  of  each 
practicing  physician,  the  comment  is  made  that 
the  forms  provided  by  the  Commission  require 
the  reporting  of  the  presence  of  preexisting  con- 
ditions, particularly  when  these  conditions  may 
affect  the  patient’s  recovery  from  the  industrial 
accident.  The  reporting  of  these  conditions  does 
not  necessarily  preclude  acceptance  of  the  claim 
and  it  is  desirable  that  such  conditions  be  re- 
ported early  rather  than  later  so  that  the  Com- 
mission may  determine  initially  whether  the  dis- 
ability is  due  solely  to  the  accidental  injury  or 
due  solely  to  preexisting  conditions  or  due  to 
aggravation  of  preexisting  conditions  by  the 
injury. 

Had  the  requirements  of  the  law  been  fulfilled 
and  in  accordance  with  the  ethical  recognition 
of  these  requirements,  this  matter  would  not 
have  been  presented  to  the  Professional  Com- 
mittee. 

Its  presentation  to  the  committee,  however, 
points  out  clearly  the  multiple  responsibilities 
which  must  be  assumed,  individually  and  col- 
lectively, by  the  medical  profession  in  attending 
the  industrial  or  other  medicolegal  claimant,  as 
has  been  recently  pointed  out  by  Brown  in 
Cleveland.  As  professional  people,  we  have  a 
responsibility  to  remain  aware  of  the  course  of 
legal  events  and  procedures  and  to  influence 
these  by  our  testimony  and  opinion,  both  volun- 
tarily submitted  and  under  cross  examination, 
and  by  our  influence  as  voters  through  our 
elected  representatives.  The  withholding  of 
pertinent  medical  information  can  only  tend  to 
unfavorably  influence  the  course  of  administra- 
tive justice  and  additionally  tends  to  tarnish  the 
image  of  the  medical  profession  in  the  eyes  of 
those  responsible  for  the  administration  of  the 
law. 

In  conclusion,  the  Professional  Committee  of 
the  Arizona  Medical  Association  recommends 
that  the  members  of  the  medical  professions  be 
urged  to  provide  all  pertinent  medical  informa- 
tion, unsolicited,  necessary  to  the  making  of  just 
decisions  regarding  acceptance  or  denial  of  in- 
dustrial claims  and  that  such  informatiou  should 
be  provided  at  the  time  of  institution  of  medical 
treatment. 
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This  is  a saga  on  the  frontier  of  the  Spanish 
Empire.  Looking  baek  at  Spanish  colonial 
days  one  is  haunted  by  a mysticism  that  lurks  in 
the  character  of  the  passionate  men  who  con- 
quered the  Southwest. 

In  Spain,  one  is  seldom  out  of  sight  of  the 
mountains,  the  Sierra  Nevada  — its  mantle  of 
snow,  remote  and  formidable  — and  in  the 
dawn,  or  at  sunset  it  shines  with  an  unearthly 
colored  beauty. 

Again,  in  the  Southwest,  the  Sierra  Nevada 
has  the  same  aura  of  mystery,  unobtrusive  but 
insistent,  which  lured  the  Spaniards  of  Castile. 
And  with  them  came  their  doctors  to  fight  the 
plagues  that  ravaged  the  Spaniards  and  Indians. 

These  medical  men  were  combating  diseases 
here  when  English  settlers  dotted  the  East 
Coast.  They  were  trained  in  Spain  or  at  the 
University  of  Mexico  which  had  a medical 
school  as  early  as  1578,  offering  courses  in  com- 
parative anatomy,  and  was  even  teaching  human 
anatomy,  with  the  aid  of  cadavers  by  1645.^ 
The  great  survivor-explorer,  Cabeza  de  Vaca, 
was  famous  as  the  first  European  medicine- 
man to  cross  the  Interior  of  Unknown  America 


from  the  East  Coast  to  the  West  Coast.  This 
remarkable  epic  of  survival  occurred  between 
the  years  of  1527-37.^ 

Erancisco  Vasquez  de  Coronado  in  1540-42 
set  forth  from  Mexico  with  the  cross,  sword  and 
gold-pan  in  search  of  the  Seven  Cities  of  Cibola 
to  the  north  and  brought  a military  surgeon 
with  him,  who  marched  with  gun  and  scalpel. 
The  armored  men,  astride  armored  beasts,  were 
an  apparition  from  another  world.  The  dashing 
Coronado  was  glitteringly  arrayed  in  a suit  of 
gilded  armor,  with  a fine  helmet  ornamented 
with  colored  plumes.*  Coronado  and  his  free- 
booters searched  the  bronze  mountains  of  the 
Great  Sierra  for  gold  but  to  his  dismay  found 
only  Zuni  Indians  living  in  Pueblos  in  New  Mex- 
ico, with  whom  he  fussed  over  a skinny  turkey 
or  a hunk  of  dried  venison.  ® 

A party  detached  from  the  Coronado  expedi- 
tion was  the  first  to  discover  the  awesome  Grand 
Canyon  of  Arizona.  But  Coronado  was  not 
interested  in  geology.  He  lusted  for  gold. 

Disaster  is  like  a rope  — made  up  of  many 

*Bows  on  the  left  side  of  men’s  hats  are  a survival  of  the  cava- 
lier days  when  plumes  were  so  placed  to  assure  freedom  of 
vision  in  sword  play. 


448 


Arizona  Medicine 


Joseph  G.  Lee,  M.D. 


=5t.  Jfe-  Ji.  ju  jC =i',  =^(.  Jt. 


A well  documented  anecdotical  narrative  concerning  the  practice  of  medicine  in  America  during  the  Spanish 
Conquest.  Like  the  military  captains  of  Spain  who  came  to  America,  the  physicians  who  accompanied  them 
were  subject  to  the  same  vicissitudes,  privations  and  hazards  to  which  the  rest  of  their  companions  were 
exposed.  _ They  put  into  practice  the  rudiments  of  inoculations  known  at  the  time  and  practiced  surgery 
and  medicine  often  with  highly  improvised  equipment  and  remedies.  Their  competitors  — the  barber  surgeon 
and  the  Indian  Medicine  Man  and  their  methods  are  described.  We  felt  that  this  would  be  of  particular 
interest  to  members  of  Sociedad  Medica  De  Estados  Unidos  De  Norte  American  Y Mexico. 
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fibres.  The  hostile  Indians  attaeked  the  arro- 
gant and  cruel  invaders.  They  heard  the  cry  of 
the  hawk  and  not  the  coo  of  the  dove.  In  one 
battle  Coronado  was  pierced  by  a poisoned  ar- 
row, but  the  surgeon  saved  his  life  with  quince 
juice  and  surgical  drainage.  From  his  diary 
of  the  day  Pedro  de  Castanedo,  the  famous  his- 
torian of  the  expedition  states:  “One  of  his  sol- 
diers had  only  a small  wound  of  the  hand  from  a 
poisoned  arrow,  but  he  died  in  terrible  agony, 
the  flesh  rotting  in  an  unbearable  stench.” 
Hours,  days,  years;  a few  clicks  of  the  clock— 
that  was  mortal  man. 

Castanedo  relates  that  there  was  a physician 
to  watch  over  the  health  of  the  army,  and  tend 
its  wounds,  but  he  adds  that  he  had  no  medi- 
cines and  was  not  very  useful.^ 

To  help  others  it  is  not  necessary  to  be  an 
expert  in  the  art  of  healing;  the  main  thing  is 
the  intention.  A sincere  attempt  produces  noth- 
ing but  good,  for  life  is  indivisible  and  we  are 
all  part  of  each  other. 

On  the  Vizcaino  expedition  up  the  coast  of 
California,  the  sailors  became  deathly  sick  from 
scurvy.  “They  all  had  sore  mouths,  could  not 


eat,  their  gums  swollen  with  pockets  of  blood, 
crying  aloud,  or  on  all  fours,  were  unable  to 
manage  the  sails.”  General  Vizcaino  cast  anchor 
between  an  island  and  the  mainland  near  Ma- 
zatlan.  “On  these  islands  they  found  a small 
fruit-like  agaves  called  jucoystlis.  These,  be- 
cause of  their  strength  when  eaten  by  the  men 
with  scurvy,  caused  the  ulcers  to  slough  off  and 
bleed  profusely;  but  such  was  the  efficacy  of 
this  fruit  that  within  6 days  there  was  not  a 
single  sailor  whose  mouth  was  not  healed.  Like- 
wise the  Divine  Majesty  provided  that  the  para- 
lyzed and  lame,  without  any  manner  of  curing, 
without  medicines,  with  only  the  fine  climate 
and  food  should  be  healed,  and  in  18  days  on  the 
islands  all  became  well.”’ 

James  Lind,  conqueror  of  scurvy,  surgeon  in 
Britain’s  Royal  Navy  in  1747,  conducted  tests— 
proving  that  citrus  fruits  would  cure  scur\y, 
the  dreaded  killer  of  seamen.  His  discovery 
and  advice  helped  reform  naval  health  prac- 
tices. Not  until  the  time  of  the  voyages  of 
James  Cook  (1768-1779)  were  navigators  able  to 
cope  with  the  dread  disease.^  The  day  of  the 
“limejuicer”  was  not  far  away.  “The  Spaniards 
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used  the  acid  fruits  (citrus)  of  Lower  California 
at  the  coast,  including  the  pitahaya  to  refresh 
the  seamen.”  The  pitahaya  is  abundant  over 
Lower  California  today.  In  the  summer  months 
the  Indians  and  Mexicans  stuff  themselves  with 
it  to  supplement  their  meager  diet. 

King  Philip  II  of  Spain  sent  his  personal  phy- 
sician, Doctor  Hernandez,  to  the  New  World 
to  explore  the  desert  for  curative  herbs  to  re- 
lieve the  sick.  It  seems  the  greatest  feature 
that  distinguishes  man  from  animals  is  the  de- 
sire to  take  medicines.  For  who  is  to  say  where 
truth  ends  and  fancy  begins? 

In  1769  two  ships  left  La  Paz,  Mexico  to 
colonize  Alta  California.  They  carried  Fra 
Junipero  Serra  and  General  Galvez.  Don  Pedro 
Prat,  medical  graduate  of  the  University  of  Bar- 
celona was  aboard  the  San  Carlos,  and  Galvez 
sailed  on  the  San  Antonio. 

The  San  Carlos  put  in  along  the  coast  to  re- 
new its  water  supply  — but  from  impure 
streams.  The  ship  lost  its  way  in  the  coastal 
fog  and  for  110  days  floundered  blindly  off 
course.  During  this  horrible  experience,  dy- 
sentery and  scurvy  killed  all  but  one  of  the 
crew.  At  long  last,  the  tragic  galleon  reached 
San  Miguel  (San  Diego),  and  the  crew  of  the 
San  Antonio  had  to  aid  the  survivors  to  debark. 
Fra  Junipero  Serra  later  succeeded  in  estab- 
lishing a string  of  missions. 

At  this  sanetuary  Doctor  Prat’s  men  built  the 
first  makeshift  hospital  in  California  to  care  for 
the  sick  of  both  ships.  He  searched  the  sur- 
rounding hills  for  herbs  to  cure  them  of  scurvy 
and  dysentery  although  he  was  sadly  weakened 
by  disease. 

The  spice  of  danger  lurked  by  the  restless 
sea.  The  Indians  struck  suddenly  and  attacked 
their  flimsy  hospital.  Dr.  Prat  fled  to  the  ships 
with  his  flock;  and  after  a fierce  battle,  the  Span- 
iards drove  the  Indians  into  the  hills.  Later  he 
returned  ashore  and  treated  the  siek  and 
wounded.  The  dead  were  so  numerous  that 
the  site  of  their  encounter  is  still  called  “Dead 
Man’s  Point.”  A vulture  or  two  wheeled  high 
in  the  sky  above  them.  At  the  burial  service 
the  priest  intoned— “Media  vita  in  morte  sumus” 
(in  the  midst  of  life  we  are  in  death).  Dr.  Prat 
died  soon  after  his  terrible  ordeal,  having  been 
made  the  first  surgeon-general  of  the  new  col- 
ony at  Monterey  . . . He  bore  a banner  in  the 
strife  — and  wore  the  bright  shield  of  courage— 


a plume  of  the  spirit  that  distinguished  the  dar- 
ing and  heroic. 

On  the  outskirts  of  Alonterey,  military  sur- 
geons in  1774-1800  treated  the  sick  for  dysentery, 
scurvy,  syphilis,  and  T.  B.  in  the  distant  missions 
and  ranches.  Dr.  Pablo  Saler,  a brave  surgeon, 
and  a valiant  fighter,  saved  the  life  of  a former 
commander  from  a knife  assault.® 

In  1774  when  the  great  de  Anza  left  the  Pre- 
sidio of  Tubae  in  Southern  Arizona  to  open  a 
land  route  to  the  coast,  beside  him  rode  his  in- 
trepid missionary-explorer.  Fray  Garces,  bearing 
a banner  of  pictorial  design  that  became  famous 
among  the  Indians  of  the  Southwest.  “The  na- 
tives came  to  see  the  whites  whose  great  MEDI- 
CINE was  the  crucifix,  a cloth  with  Holy  Mary 
on  one  side,  and  a lost  soul  on  the  other,  a bre- 
viary that  told  how  such  MEDICINE  operated, 
and  a magic  compass-needle  that  showed  the 
Spaniards  the  way.”® 

The  padres  followed  the  soldiers  during  their 
journeys  across  Arizona  and  the  Southwest. 
They  established  many  missions  to  convert  the 
Indians  to  their  cause.  One  such  mission  built 
by  Eather  Kino  is  San  Xavier  del  Bac  at  Tueson, 
still  in  use  by  the  Papago  Indians.  No  mission 
excels  San  Xavier  in  serious  design  and  pure 
artistry. 

On  a recent  visit  to  the  mission  and  the  padres, 
1 saw  a plaque  affixed  to  the  outer  wall  ana. 
read  with  deep  feeling  and  meditation  the  fol- 
lowing inscription: 

MISSION  SAN  XAVIER  DEL  BAC 

BAC,  “here  water  runs  into  ground”— 

. early  name  of  settlement. 

Father  Kino,  S.  J.,  first  visited 
BAC  - 1692- 

Built  first  chapel  1700.  Present 
church  built  by  Franciscan  Fathers 
1783-1797 

Standing  there  in  reverence,  1 was  happy 
again  that  I had  been  Doctor  to  the  Papagos 
some  years  ago.  It  is  true  that  when  the  dust 
of  Arizona  settles  on  ones  heart,  peace  is  found 
in  no  other  land! 

In  the  records  of  Father  Kino  and  Juan  Bau- 
tista de  Anza  in  their  treks  across  Arizona  and 
to  the  coast  they  mention  with  emphasis  im- 
portant medicinal  plants,  such  as  the  fruit  called 
jojoba  (ho-ho-ba).*  “It  is  an  American  fruit, 

*Jojoba  grows  today  by  the  Arizona  Sonora  Desert  Museum  at 
Tucson.  It  is  a pleasant  nut  to  chew.  Father  Kino  crossed  this 
very  path  along  the  Santa  Cruz  River! 
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small  and  chestnut  in  color,  the  inside,  white 
and  bitter,  but  pleasing.  Used  as  a digestive. 
Toward  the  seacoast  much  bezoor,  a poison  anti- 
dote, and  contrayerba,  an  efficacious  counter- 
herb, also  an  antidote  for  poison.  A tropical 
American  herb,  the  aromatic  root  of  which  is  a 
stimulant,  tonic  and  diaphoretic.”^® 

At  the  missions  the  padres  treated  the  sick  as 
best  they  could.  Few  priests  had  any  medical 
training.  But  Father  Luis  Taboada  appears  in 
medical  records  as  having  been  so  able  a physi- 
cian that  he  performed  a Caesarean  section  on 
an  Indian  woman  to  save  the  baby.  At  Santa 
Cruz  Mission  in  1800  Father  Marquinez  was 
skilled  enough  to  do  an  arm  amputation.  Every 
mission  active  today  retains  the  prized  manu- 
scripts of  their  romantic  past;  and  their  priest- 
scholars  keep  a living  record  for  the  future. 

At  the  missions  the  priests  often  sickened  and 
some  died  under  mysterious  circumstances.  Dr. 
Juan  de  Dios  Morelos  left  the  Presidio  in  1801 
to  attend  Father  Puyal  at  San  Antonio  Mission, 
who  died,  having  been  poisoned  by  the  sly  In- 
dians. Emboldened  by  their  success,  the  Indians 
poisoned  priests  at  San  Miguel,  but  the  alert  phy- 
sician learned  how  to  save  them  and  many 
recovered. 

Later  Eather  Andres  Quintana  was  found 
rigid  in  death  behind  the  locked  door  of  his 
cell.  It  was  a mystery  wrapped  up  in  an  enig- 
ma. He  clasped  a crucifix  to  his  breast.  The 
true  facts  were  not  revealed  until  two  years  later 
when  an  old  Indian  admitted  that  the  priest  had 
been  murdered  outside,  after  which  his  corpse 
had  been  placed  in  his  own  bed  in  the  mission, 
and  his  door  looked  from  the  inside.  Dr.  Manual 
Quixano  from  Monterey  established  the  fact  of 
his  murder  after  an  autopsy  on  the  exhumed 
corpse. 

A medical  report  in  1802  to  the  Viceroy  at 
Mexico  City  revealed  that  the  leading  causes  of 
death  among  the  Spaniards  in  the  Southwest 
were  dysentery,  pneumonia,  pleurisy  and  vener- 
eal diseases.  The  doctors  traced  dysentery  to  wa- 
ter of  impure  origin.  The  report  further  stated 
that  syphilis  was  rampant  among  the  Indians 
who  slept  close  together  with  the  sick  spending 
the  nights  in  revelry  and  then  resorting  to  the 
sweat  house  (temecula)  to  excess. 

Because  of  the  smallpox  scourge  in  the  New 
World  the  king  in  1803  sent  Doctor  de  Balmis 
from  Spain  in  a galleon  with  a supply  of  small- 


pox virus  and  22  children  who  were  to  form  a 
living  chain  of  vaccine  carriers.  The  “arm  to 
arm”  method  was  the  only  practicable  way  to 
bring  the  living  virus  across  the  tropic  seas  in 
Spanish  colonial  days. 

As  the  caravelle  sailed  west,  each  week  two 
children  were  vaccinated  with  the  virus  from 
the  sores  of  the  arms  of  the  two  inoculated  the 
week  before. 

In  order  to  carry  out  the  king’s  directive,  de 
Balmis  must  arrive  in  the  New  World  with  a 
living  virus  in  order  to  continue  to  vaccinate 
from  arm  to  arm.  He  watehed  diligently  over 
each  pair  of  inoculations.  The  Spaniards  who 
brought  smallpox  from  the  Old  World  to  the 
New  World  now  attempted  to  wipe  it  out. 

When  Eraneisco  Xavier  de  Balmis  reached 
Mexico  with  the  serum  in  1803  he  proceeded  to 
vaccinate  all  the  people.  Later  the  lifesaving 
virus  reached  to  Texas,  and  across  the  Western 
deserts  to  the  sea. 

At  Bexar  (San  Antonio)  the  governor  received 
the  vial  of  fluid  vaceine,  and  a container  full 
of  smallpox  scabs  in  1806.  He  placed  12  chil- 
dren in  a room  in  the  hospital.  They  were 
vaccinated  under  the  vigilant  eyes  of  the  physi- 
who  succeeded  in  transferring  the  virus  from 
arm  to  arm,  thereby  conferring  immunity. 

The  populace  readily  accepted  vaccination 
from  the  children  who  were  free  of  blood  dis- 
eases. Spanish  medicine  was  striking  a brilliant 
blow  against  smallpox  on  the  frontier  of  the 
Spanish  Empire,  when  Jenner’s  1798  paper  on 
smallpox  vaccination  was  still  unknown. 

The  Spanish  doctors  also  undertook  to  vaccin- 
ate the  Indians,  who  not  having  the  white  man’s 
inherited  resistance  to  the  Plague,  were  dying 
in  great  numbers.  In  the  sunset  days  of  Spanish 
grandeur  in  the  Southwest,  Spain  won  a last  vic- 
tory unlike  its  bloody  triumphs  of  the  past.  Even 
before  this  saga  in  1780  the  Indians  were  deci- 
mated by  this  deadly  disease.  Domo  Cabello 
had  reported  this  tragedy  to  the  go\ernor  from 
the  Presidio  of  Bahia  del  Espirutu.  There  was 
no  medecine  to  be  given  and  if  there  had  been 
any  there  was  nobody  who  knew  how  to  use  it. 

Despite  the  strenuous  efforts  to  eliminate 
smallpox,  it  continued  to  be  the  scourge  of  the 
frontier.  In  1786,  before  Jenner  announced  his 
work  on  vaccination,  a doctor  used  ^’acciue  from 
cowpox.  The  need  to  (piarantine  \ictims  of 
this  dreaded  malady  was  e^■ident  before  de 
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PEYOTE  CACTUS  — Mescaline  is  active  alkaloid.  Eorty- 
eight  Indian  tribes  in  the  Southwest  eat  this  plant. 

Balmis’  work  and  continued  for  many  decades 
thereafter.  Hospitals  were  set  up  in  garrison 
towns,  sueh  as  the  Presidio  of  Tucson  (The  Old 
Pueblo).  Patients  slept  on  pallets  of  reeds  and 
were  tended  by  male  nurses. 

The  Indians  were  often  fearful  of  the  doctors 
whose  surgeons  would  operate  on  them  first, 
and  later  perform  the  difficult  surgery  on  the 
white  settlers.  There  are  many  things  to  be 
learned  from  the  natural  lore  and  knowledge  of 
the  tribes.  Sometimes  the  medicine  man  would 
be  called  upon  to  treat  the  Spaniards.  Before 
the  invasion  of  their  land,  the  Indians  were 
healthy,  vital,  and  virile.  But  after  the  Spanish 
influence,  they  became  listless  and  diseased. 
T.  B.  was  a malady  that  baffled  them  as  it  does 
now  among  the  Indians  in  Arizona. 

For  many  years  before  the  coming  of  the 
white  man  the  Indians  of  the  Southwest  had 
eaten  the  dried  sliees  of  a small,  earrot-shaped 
cactus  which  grows  in  the  Rio  Grande  valley- 
called  peyote.  It  produces  a “nareotie”  state, 
and  hallucinations  of  an  extraordinary  nature. 
Peyote  has  been  used  in  lung  trouble  to  stop 
hemorrhage.  The  Navajos  of  Arizona  use  it  in 


religious  ceremonies  today  — and  as  an  escape.” 

The  Spaniards  learned  about  smoking  from 
the  Indians.  In  1604,  King  James  I of  England 
antieipated  modern  medieal  opinion  when  he  re- 
ferred to  smoking  as  “a  eustome  loathsome  to  the 
eye,  hateful  to  the  nose,  harmefull  to  the  braine, 
and  dangerous  to  the  lungs.” 

The  tomato,  onee  universally  considered  an 
aid  to  virility  (aphrodisiac)  was  introduced  into 
Europe  from  Mexico  by  the  Spaniards.  In  the 
16th  Century  English  lovers  eallerd  the  tomato 
a “love  apple”  and  the  French  welcomed  it  as  a 
“pomme  d’amour.”” 

Throughout  the  Spanish  and  Mexiean  periods 
in  the  Southwest  a doctor  was  rarely  asked  to 
show  any  other  eredential  than  a diploma,  which 
to  a half-illiterate  town  official  need  not  neces- 
sarily be  from  a medieal  sehool. 

Spanish  doctors  had  to  hunt  through  the  hills 
for  herbs  and  roots  from  whieh  to  make  the 
medieines  they  gave  the  sick.  A scale  for  weigh- 
ing ingredients  was  often  the  first  thing  for 
which  a doctor  sent  baek  to  Mexico  or  Spain. 
Physicians  often  had  to  invent  their  own  in- 
struments. They  contrived  a syringe  from  a pig’s 
bladder  attaehed  to  an  elder  reed.  If  a mother’s 
milk  failed,  the  doctors  fitted  a eow  horn  with 
an  improvised  nipple  to  serve  the  baby  as  a 
nursing  bottle. 

An  invoice  dated  April  12,  1807  lists  a quantity 
of  medical  supplies  received  by  the  Spaniards. 
Judging  by  the  drugs  and  deviees  ineluded,  it  is 
apparent  the  medical  practices  in  the  Spanish 
settlements  and  missions  were  not  too  different 
from  those  on  the  Anglo-Ameriean  frontier. 
There  were  boxes  eontaining  senna,  sugar  eandy, 
eochineal,  rhubarb,  epsom  salts,  cinchona,  in- 
cense, eream  of  tartar,  Spanish  fly,  ipecae,  rub- 
ber bougies,  a rubber  eatheter,  tartar  emetie, 
wine,  spirits  of  scurvy  grass,  olive  oil,  simple 
and  divine  cordial,  a box  of  surgical  instruments, 
twelve-pointed  Spanish  lances,  thin  catgut,  two 
large  syringes,  aetive  mereury,  corrosive  sub- 
limate, white  arsenic  and  black  bromide,  and 
four  Ameriean  cupping  glasses. 

In  the  tradition  of  Old  Spain,  barbers  also  did 
minor  surgery  and  bled  patients.  They  informed 
the  settlers  that  if  each  person  would  pay  two 
reales  monthly,  the  barber  would  bleed  them, 
shave  them,  and  attend  them  and  their  family 
during  any  illness.  Bleeders  beeame  so  harmful 
that  it  was  necessary  to  outlaw  them  in  1799. 
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With  only  a handful  of  bona-fide  doctors  prac- 
ticing in  Arizona  and  the  Southwest,  citizens 
went  right  on  asking  the  barber-surgeon  who 
cut  their  hair  to  cut  their  flesh. 

Folk  healers  prospered  in  most  of  the  settle- 
ments. Some  of  their  astounding  practices  were 
borrowed  from  the  Aztecs  of  Mexico.  For  sore 
eyes,  the  healer  plastered  the  temple  with  a 
grisley  remedy  made  from  an  Aztec  recipe, 
which  included  white  incense,  decayed  earth 
from  the  grave  of  a corpse  — all  well  ground 
up  in  lizard’s  blood  and  the  white  of  an  egg. 
Truly  a blood  curdling  remedy  with  perky  hob- 
goblins to  remind  one  with  a shiver  of  delight  of 
the  macabre  tales  of  Edgar  Allen  Poe. 

Other  salves  and  cures  came  from  Spain  or 
were  inspired  by  the  settlers’  fancy  themselves. 
Santa  Fe  inhabitants  rubbed  olive  oil  on  jigger 
bites.  Everywhere,  and  in  Arizona  the  Spanish 
used  maiden-hair  fern  for  blood  disorders  which 
the  young  bucks  found  singularly  appealing. 
They  applied  lard  with  sulphur,  raw  potato, 
roasted  cactus  leaves,  and  fresh  killed  chickens 
to  open  sores.  They  relieved  pleurisy  with  vari- 
ous obnoxious  poultices  steeped  in  wine  against 
the  chest.  The  remedies  used  by  faith  healers 
were  only  limited  by  the  imagination  of  the 
practitioner. 

The  Spaniards  left  a wealth  of  historical  lore 
and  culture  that  remains  a living  heritage  to 
the  people  of  Arizona,  for  the  culture  of  these 


Arizonans  is  deeply  rooted  in  the  past. 

This  land  is  rich  in  the  melody  of  Spanish 
names.  In  these  names  the  spirit  of  romance 
lives  and  breathes;  their  sound  is  like  an  echo 
down  the  years  to  tell  of  the  day  when  a Span- 
ish Caballero  jingled  spurs  along  the  CAMINO 
REAL. 

The  Spanish  doctors  played  their  part  as  men 
of  steel  to  match  our  mountains.  And  when  the 
stage  of  man  is  done  with,  and  only  remembered 
to  be  marveled  at  in  history,  they  will  be  thought 
to  have  shared  as  little  as  any  in  the  defects 
of  the  period,  and  most  notably  exhibited  the 
virtues  of  the  race. 
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IF  YOU  HAVE  ANY  OF  THESE  FIVE  OLD  ISSUES  AND  WOULD  LIKE 
TO  CONTRIBUTE  THEM  SO  THAT  WE  CAN  COMPLETE  OUR  "PAST 
ISSUE"  FILE,  PLEASE  CONTACT  THE  MANAGING  EDITOR  AT  BOX 
128,  SCOTTSDALE,  ARIZONA  OR  CALL  946-3428  TO  ARRANGE  FOR 
THEM  TO  BE  PICKED  UP. 
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On  Stelazine®  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 


Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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Prescribed  and  recommended  by  more  physicians 
in  the  West  than  any  other  vitamin-mineral  formula. 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine. The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HCl 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN., 


Cnda 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HCl  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


•U.S.  Pats.  2,628,185  and  2,907,768 
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JAMES  EDWARD  O’HARE,  M.D. 


Seventy-fourth  President 
The  Arizona  Medical  Association,  Inc. 


Dr.  James  Edward  O’Hare  became  the 
74th  President  of  The  Arizona  Medical 
Association  at  its  annual  meeting  April  27- 
May  1,  1965. 


Dr.  O’Hare  was  born  in  Cleveland,  Ohio, 
in  1917.  He  graduated  from  Western  Re- 
serve University  in  1942  with  a degree  of 
Doctor  of  Medicine.  Then  he  interned  at  St. 
Vincent’s  Charity  Hospital  in  the  same  city; 
and  following  this  took  a residency  at  the 
Glenville  Hospital,  again  in  Cleveland.  He 
stayed  there  for  only  a year,  and  then  trans- 
ferred to  the  Crile  Veterans  Administration 
Hospital  where  he  stayed  for  three  years. 
He  came  out  of  this  training  program  eli- 
gible for  certification  by  the  American 
Board  of  General  Surgery  and  Thoracic 
Surgery.  It  was  after  this  that  he  came  to 
Tucson.  He  has  been  consultant  in  thoracic 
surgery  at  the  Veterans  Hospital  there; 
Chief  of  Thoracic  Surgery  at  the  Pima 
County  Hospital  and  Surgeon  on  the  active 
staff  at  the  Tucson  Medical  Center  and 
St.  Mary’s  Hospital. 


Since  becoming  a member  of  the  Asso- 
ciation in  1951,  Dr.  O’Hare  has  served  in 
many  capacities.  To  name  just  a few.  In- 
surance and  Planning  Committee,  Fee  and 
Contractual  Medicine  Committee,  Subcom- 
mittee on  Public  Assistance,  Action  Com- 
mittee Medical  Society  Building  Program. 
He  has  been  unstinting  in  his  efforts  to 
promote  medical  education  in  Arizona. 


We  are  looking  forward  to  the  leadership 
of  Dr.  O’Hare  in  this  coming  year. 
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brand  of 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very  diffi- 
cult for  you  to  find  time  to 
think  about  your  own  future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical  pro- 
fession, and  arrange  for  a visit 
— with  your  lawyer  — to  our 
Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how  the 
group-judgment  of  specialists 
in  the  Trust  field  will  insure 
your  estate  being  handled 
soundly,  economically  — and 
to  the  letter  of  your  Will. 


■ . 


TRUST  DEPARTMENT 


RESOURCES  $1  BILLION 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 


the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 

Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  GeyskeSr 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 
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good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  Is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygrotoii  chlorthalidone  Geigy 


PRO-BANTHiNE  DARTAE 


Each  tablet  contains:  propanthaline  bromide  (15  mg.|  and  thiopropazate  dihydrochloride  (5  mg.) 

controls  autonomic  imbalance 

Peptic  Ulcer  • Pylorospasm  • Irritable  Colon  • Functional  Gastrointestinal  Disorders 


Firm  control  of  both  the  psychic  and  visceral 
disturbances  is  indicated  when  emotional 
stress  adversely  influences  gastrointestinal  dis- 
orders. Pro-Banthine  with  Dartal  has  demon- 
strated its  ability  to  provide  such  control. 

Pro-BanthIne,  as  expected,  reliably  mod- 
erates excesses  of  gastric  secretion  and  gastro- 
intestinal motility. 

Dartal,  a dependable,  well-tolerated  tran- 
quilizer, calms  the  emotional  turbulence  that 
aggravates  enteric  disturbances. 

Together,  Pro-Banthine  with  Dartal  offers 
twofold  therapeutic  access  to  a twofold  clini- 
cal problem. 


Urinary  hesitancy,  xerostomia,  mydriasis  and,  theo- 
retically, a curare-like  action  may  occur  with 
Pro-Banthine  (propantheline  bromide)  and  it  is  con- 
traindicated in  the  presence  of  glaucoma  or  severe 
cardiac  disease. 

With  Dartal  (thiopropazate  dihydrochloride)  ex- 
trapyramidal  and  parasympatholytic  symptoms  have 
been  reported  and,  rarely,  leukopenia,  erythematous 
skin  reaction  and  allergic  purpura.  Do  not  adminis- 
ter to  patients  under  the  influence  of  alcohol,  barbi- 
turates or  narcotics  and  use  cautiously  with  seda- 
tives, in  epileptic  or  depressed  patients  or  in  those 
with  liver  damage.  Reactions  typical  of  phenothia- 
zines  may  occur. 

Dosage:  One  tablet  three  times  a day. 

G.  D.  SEARLE  & CO. 

P.  O.  BOX  5110,  CHICAGO.  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 
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The  74th  Annual  Meeting 


This  year’s  annual  meeting  of  the  Arizona 
Medical  Association  showed  an  increase  in  reg- 
istration due  in  large  part  to  the  hard  work 
of  Dr.  Richard  Dexter  and  his  Scientific  Assem- 
bly Committee.  Those  who  attended  can  attest 
to  the  high  quality  of  sessions  covering  subjects 
relating  to  burns,  trauma  and  athletic  medicine. 

The  Board  of  Directors  meeting  on  Tuesday 
preceding  the  first  session  may  have  set  the 
theme  when  Dr.  Wesley  Hall,  trustee  of  the 
AMA  stated  that  he  liked  blunt  talk  and  “Donny- 
brooks”.  Our  new  president.  Dr.  James  E. 
O’Hare,  obliged  him  the  next  day  in  an  address 
that  was  articulate,  direct  and  provocative. 

The  Blue  Shield  reported  a rosy  picture  of  im- 
provement in  all  phases  during  the  past  year. 
The  scientific  sessions  were  well  attended,  par- 
ticularly the  mock  trial  complete  with  surprise 
witnesses,  and  a dramatic  turn  of  events  ending 
in  a mistrial.  The  Judo  demonstrations  were 
interesting  and  unusual. 
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Among  the  scientific  papers,  the  beautiful 
motion  pictures  of  the  living  heart  by  Claude 
Beck,  M.D.  were  outstanding  and  fitted  in  well 
with  other  controversial  topics,  since  they  had 
been  rejected  by  the  AMA  for  showing  at  their 
annual  meeting. 

The  ArMPAC  dinner  was  honored  by  the 
presence  of  Dr.  Donovan  Ward,  president  of  the 
AMA,  who  addressed  the  group. 

An  amendment  was  approved  permitting  phy- 
sicians outside  of  private  practice  to  belong  to 
our  State  Society  as  full  “Active”  members. 
Resolutions  on  non-participation  in  certain  fed- 
eral plans,  on  control  of  service  contracts  by 
physicians,  and  urging  the  state  legislature  to 
provide  state  hospital  land  for  the  Maricopa 
County  Hospital  were  passed,  as  was  a resolu- 
tion approving  the  donation  of  $10,000.00  to  the 
College  of  Medicine.  These  will  all  be  reprinted 
in  full  in  Arizona  Medicine. 

It  was  an  excellent  meeting.  We  anticipate  an 
even  larger  attendance  at  the  75th  Annual  Meet- 
ing in  Scottsdale  next  year. 

Robert  F.  Lorenzen,  M.D. 

Editor 
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PLAINTIVE  INDUSTRIAL  PATIENT 


When  a child  falls  and  no  one  is  around,  he 
will  pick  himself  up.  If  a parent  is  at  hand  the 
child  will  sit  there  and  cry.  He  will  demand  to 
be  comforted  and  put  back  on  his  feet. 

Injury  itself  does  not  make  a person  cry.  One 
complains  because  there  is  someone  to  whom 
to  complain. 

To  the  injured  workman  that  someone  is  the 
Industrial  Commission.  The  Industrial  Commis- 
sion is  a mother  figure,  it  really  is.  It  is  big,  as 
the  mother  herself  must  have  appeared  to  the 
infant.  It  is  a source  which  responds  to  com- 
plaining and  does  not  ask  something  in  return. 
And  it  can  be  safely  abused  since  it  has  the 
vulnerability  and  patience  of  any  impersonal 
institution  or  agency. 

The  patient  is  to  some  extent  a child.  All 
patients  bring  into  the  disability  situation  their 
characteristic  patterns  of  reaction.  The  person- 
ality type  of  each  individual  determines  his  ad- 
justment to  injury.  His  personality  type  influ- 
ences all  our  transactions  with  him.  Personality 
is  the  home  in  which  the  joatient  was  born  and 
the  neighborhood  of  his  growing  up.  The  mind 
can  never  depart  fully  from  the  first  dwelling 
it  occupied.  The  unassuaged  hurts  of  those  days 
are  timelessly  painful.  Earliest  deprivations  and 
impotent  angers  are  banked  in  the  individual 
like  smoldering  coals.  The  most  passive-aggres- 
sive industrial  patients  prove  to  have  had  neglect 
and  suffering  in  their  developmental  years. 

One  child  will  only  have  to  cry  a little  to  get 
the  care  he  needed.  Another  will  have  found  it 
necessary  to  yell  and  thrash  about.  Injury  to  a 
third  may  have  provided  a welcome  and  face- 
saving excuse  for  inadec^uacy  and  failure. 

The  patient  is  never  just  a man  in  the  doctor’s 
office.  He  is  also  a child  in  the  household  of  his 
past,  still  inter-acting  with  the  original  repre- 
sentatives of  authority  and  support. 

The  doctor  is  not  just  a doctor.  He  is  a kind 
father  who  will  bandage  the  cut.  And  at  the 
same  time,  he  is  a cruel  father  who  will  put  a 
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cult  stop  to  the  mother’s  comforting.  The  physi- 
cian, scolding  or  encouraging,  had  better  not 
be  too  paternal.  Familiarity  (lit.)  will  rekindle 
the  ambivalence  of  the  patient  and  reinforce 
his  regression.  It  is  a reciprocal  relationship. 
Pouting  or  sullen  infantilism  on  the  part  of  the 
patient  or  childish  eagerness  to  please  will 
engage  the  doctor  in  a fatherly  role  which  he 
simply  cannot  sustain.  Alutual  disappointment 
is  almost  inevitable. 

For  the  injurious  result  of  accident  is  ordinarily 
immediate  and  natural  progress  is  toward  heal- 
ing. When  the  doctor  reports  a stationary  condi- 
tion and  perhaps  a negligible  disability,  the 
Industrial  Commission  hooks  up  its  bra  and  can 
offer  no  more  compensation. 

Meanwhile  the  injured  workman  may  have 
imagined  that  the  Industrial  Commission  was 
surely  going  to  provide  him  an  education  — or 
set  him  up  in  a little  business  of  his  own  — or 
subsidize  his  retirement.  The  doctor’s  medical 
opinion  will  then  contradict  and  oppose  the 
patient’s  most  irrational  and  extravagant  desires. 

The  physician  is  uncomfortable  in  any  kind 
of  adversary  role.  Poor  dear,  he  thrives  only  in 
a humid  atmosphere  of  unquestioned  acceptance 
and  appreciation.  He  may  refuse  to  get  involved 
in  the  care  of  industrial  patients.  To  a simple 
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subpoena  he  will  respond  like  a wounded  animal, 
yelping  in  outrage  and  pain. 

“The  doctor’s  time  is  valuable.”  “The  doctor 
is  a busy  man.”  In  these  prefatory  remarks, 
which  we  always  hear,  the  immature  physician 
will  fail  to  detect  a scent  of  sarcasm.  The  ex- 
perienced professional  man  will  allow  that  a little 
sarcasm  is  often  warranted. 

The  lawyer’s  time  is  valuable,  too,  and  so  is 
the  patient’s.  And  the  Claims  Department  of  the 
Industrial  Commission  is  not  a hecatomb,  a 
hundred  soulless  and  sacrificial  creatures  toward 
whom  the  physician  may  safely  direct  his  habit- 
ual rudeness. 

The  patient,  with  his  aching  back,  has  some 
right  to  disagree  with  our  opinion  and  to  resist 
our  recommendation  that  he  go  back  to  work. 
His  attorney  has  every  right  to  represent  him 
and  a duty  to  question  our  diagnosis.  Irritable 
defensiveness  is  not  becoming  to  the  doctor. 

Nor  is  it  ever  to  his  credit  to  win  an  argument. 
The  contest,  at  a hearing,  is  not  between  the 
doctor  and  the  lawyer.  It  is  up  to  the  advocates 
to  do  the  arguing.  The  inexperienced  witness 
braces  himself  for  cross-examination.  He  bravely 
fends  off  the  serial  questions  which  he  antici- 
pates might  lead  him  into  some  kind  of  logical  or 
semantic  trap,  or  elicit  from  him  a “damaging” 
statement.  This  is  not  his  job!  The  other  attorney 
is  quite  capable  of  clarifying  or  correcting  the 
testimony  of  his  witness;  and  he  would  appre- 
ciate an  opportunity  to  do  so.  When  we  go  back 
to  the  office  and  tell  our  secretary  how  clever 
we  were  in  parrying  questions,  we  may  have 
deserved  a deflating  protest  which  the  lawyers 
were  too  polite  to  voice.  The  limit  of  the  physi- 
cian’s (verbal)  responsibility  is  to  reply  to  each 
question  as  informatively  and  courteously  as 
he  can. 

There  are  obvious  questions  which  some  pa- 
tients stubbornly  refuse  to  ask.  In  the  fact  of 
persistent  functional  incapacity,  they  will  yet 
insist  that  they  have  been  told  nothing  about 
their  diagnosis  or  the  X-ray  findings.  The  attend- 
ing physician  must  peel  away,  if  he  can,  the 
patient’s  protective  ignorance  of  his  actual 
condition. 

Some  physicians  take  pride  in  treating  possi- 
bilities. And  they  keep  on  treating  them  without 
a shred  of  clinical  justification.  A bill  for  pro- 
longed therapy  will  be  stapled  to  a report  that 
no  clinical  disorder  can  be  demonstrated.  Well, 


it  is  a way  to  avoid  ever  making  a positive  error. 

But  on  the  other  side  of  the  ledger  is  the 
cultivated  common  sense  which  we  customarily 
employ  in  treating  private  patients.  There  is  a 
“pseudarthrosis  of  medical  decision”  peculiar 
to  industrial  cases.  And  sometimes  a spineless 
opinion  seems  in  greater  need  of  fusion  than 
does  the  patient’s  back! 

Granted  that  a dearth  of  signs  does  not  guar- 
antee a psychogenic  diagnosis.  We  can  never 
be  sure.  But  to  await  certainty  or  to  demand  it 
is  immature  and  quite  unseientific.  Indefinite 
opinion  and  procrastinating  or  irresolute  recom- 
mendations will  only  teeter-totter  the  patient’s 
doubtful  willingness  to  put  himself  baek  on 
the  job. 

In  cases  of  apparently  functional  disability, 
when  symptoms  are  diffusing  or  inordinately 
prolonged,  the  surgeon  can  offer  more  than  a 
shrug  of  helpless  annoyance. 

The  surgeon  can  describe  the  kind  of  person 
whom  he  has  been  unsuccessfully  treating.  This 
is  helpful  to  other  examiners  because  their  time 
is  limited  and  because  the  atmosphere  of  group 
eonsultation  is  strained.  There  is  a kind  of 
cathedral  hush  and  a conspiracy  of  silence  when 
an  antagonistic  patient  is  being  examined. 

The  physician  can  note  whether  the  patient 
has  ever  voiced  a normal  interest  in  the  clinical 
findings  or  expressed  a real  concern  about 
prognosis.  The  surgeon  can  tell  us  if  the  patient 
has  reacted  to  reassurance  by  seeming  disapoint- 
ed  and  becoming  argumentative.*  The  patient’s 
attitude  toward  his  condition  may  prove  far 
more  important  than  the  condition  itself;  may 
demand  careful  scrutiny  and  very  skillful  treat- 
ment. 

To  be  able  to  describe  “the  whole  man”  does 
not  require  more  trained  or  specialized  habits 
of  observation.  The  so-called  power  of  observa- 
tion is  really  a matter  of  learning  how  to  convey 
in  words  the  unique  appearance  and  manner 
of  the  individual,  so  that  others  will  recognize 
him  and  know  what  to  expect  of  him. 

Secondly,  the  surgeon  should  usually  test  for 
suggestibility.  Systems  remote  from  the  region 
of  trauma  may  be  involved  by  psychogenic 
elaboration.  Pressure  of  the  vibrating  tuning 
fork  to  an  innocent  bony  prominence  may,  on 
affirmative  inquiry  (“Does  this  produce  light- 

®The  individual  who  has  an  accident  at  home  or  at  play  will 
submit,  “I  hurt  myself.”  The  industrial  patient  will  almost 
always  word  it  differently:  ‘T  got  hurt  on  the  job.” 
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ning-like  pain?”),  elicit  a diagnostic  display  of 
anguish.  Or  the  examiner  can  inflate  a blood- 
pressure  cuff,  encircling  the  patients  leg,  solici- 
tously looking  at  his  watch,  asking  how  soon 
the  headache  or  back-ache  is  thereby  rendered 
unbearable.  The  surgeon  can  keep  his  finger  on 
the  pulse  during  what  appear  to  be  intolerably 
painful  maneuvers  or  manipulations.  In  low- 
back  cases,  it  is  often  enlightening  to  test  the 
patient’s  grip  with  the  dynamometer.  A flaccid 
or  feeble  reading  may  be  an  accurate  measure 
of  the  patient’s  motivation.  Holding  his  breath, 
extending  his  arm  and  apparently  exerting  max- 
imum effort,  the  patient  will  sometimes  simply 
push  the  examiner  or  the  instrument  away,  con- 
veying his  passivity  and  rejection. 

Third;  the  surgeon  can  document  something 
other  than  the  patient’s  disabilities.  It  will  be 
helpful  to  all  concerned  to  be  informed  of  the 
unimpaired  capacities  of  the  individual.  The 
injured  workman  usually  estimates  the  percent 
of  his  disability  on  the  competitive  basis  of  his 
worth  to  prospective  employers.  (This  is  especial- 
ly true  of  the  man  past  middle  life.)  Adopting 
this  orientation  the  surgeon  may  rate  a simple 
spinal  fusion  as  one  hundred  per  cent  disabling, 
because  it  involves  a laborer,  despite  the  fact 
that  the  patient  dressed  and  drove  himself  to 
the  office,  sat  through  the  interview  and  carried 
on  an  animated  conversation.  The  surgeon  can 
only  assess  physical  disability.  It  is  up  to  others 
to  determine  earning  capacity  of  suitability  for 
employment. 

Lastly,  the  surgeon  can  avoid  leading  the  pa- 
tient by  the  hand  toward  the  latter’s  regression. 
In  any  illness  or  injury  some  element  of  regres- 
sion is  expected  and  taken  into  consideration. 
Not  acknowledged  is  the  influence  of  the  phy- 
sician’s misguided  paternalism  in  engendering 
child-like  dependence.  Too  personal  an  interest 
becomes  unprofessional.  An  overprotective  feel- 
ing on  the  one  hand  or  a punitive  attitude  on  the 
other  will  take  away  dignity  from  both  the 
physician  and  the  patient. 

The  auto-suggested  headache  of  the  child  who 
wants  to  stay  home  from  school  is  undeniably 
real.  But  it  just  isn’t  the  same  as  the  organic 
headache  of  concussion  or  contusion.  The  resent- 
fully shame-faced  and  dramatic  description  of 
the  “functional”  complaint  (“functional”  also 
means  that  it  serves  a purpose)  is  almost  patho- 
gnomonic. Any  parent  recognizes  this.  And  the 


good  parent  must  take  a stand.  It  is  not  in  the 
patient’s  interest  for  the  family  doctor  to  imply 
that  the  consultants  are  brutal  and  he  alone  is 
truly  sympathetic  and  solicitous.  To  defend  his 
position  and  his  patient,  he  will  start  ordering 
irrelevant  laboratory  tests  or  prescribing  un- 
necessary braces  and  physical  therapies.  And  he 
will  rationalize  again  that  there  is  always  the 
“possibility”  of  undisclosed  organic  disorder. 

The  paternalistic  physician  will  assume  respon- 
sibilities which  should  abide  with  the  patient. 
This  starts  with  the  doctor’s  being  put  on  the 
defensive,  as  if  he  has  an  obligation  to  explain 
and  apologize  for  the  normal  clinical  findings. 
Told  that  an  x-ray  shows  no  fracture,  the  patient 
will  challenge:  “Well,  then,  how  do  you  account 
for  this  or  that?” 

Displacement  of  responsibility  can  be  detected 
in  the  patient’s  unopposed  demands  for  physical 
therapy.  A physician  would  have  to  have  a culti- 
vated or  cortical  blindness  not  to  recognize  a 
non-medical  drama:  the  daily  pilgrimage  of  the 
injured  workman  to  the  physical  therapy  depart- 
ment where  he  will  get  his  ritual  heat  and 
massage  and  where  Jie  will  perform  exercises 
which  he  should  obviously  be  doing  at  home  and 
by  himself. 

The  omnipotent  physician  will  pick  up  the 
injured  workman,  as  he  should,  but  he  may  also 
take  on  too  much  responsibility  for  the  patient’s 
future.  And  the  patient  will  let  him.  Asked  about 
plans,  the  dependent  individual  will  submit:  “I 
have  none.  It’s  all  up  to  the  doctors.”  Premature 
referral  to  the  Department  of  Vocational  Re- 
habilitation will  relieve  the  individual  of  his  own 
initiative.  It  may  awaken  and  excite  the  longing 
to  relive  his  childhood  and  postpone  indefinitely 
his  return  to  the  competitive,  workaday  world. 

This  is  cruel.  The  physician  and  the  Industrial 
Commission  cannot  fulfill  promises  which  the 
patient  may  have  read  into  the  paternal  treat- 
ment of  his  disability.  Some  wishful  dreams  of 
the  patient  will  have  to  be  taken  away  from  him. 
When  his  dream  is  destroyed,  the  patient’s  whole 
mind  and  nervous  system  will  shudder  and  be 
sick  with  something  like  phantom  pain. 

The  injured  workman  cannot  be  entirely  blam- 
ed for  reacting  like  a child  if  the  doctor  treats 
him  like  a child.  It  is  the  larger  responsibility 
of  the  doctor  and  the  other  authority  figures  to 
recognize  the  child  in  the  indi\idual  while  yet 
and  always  treating  him  as  an  adult. 
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Medicine  in  England,  Scotland,  Holland,  Belgium,  Switzerland, 
Austria  and  Germany  — An  Observation 


by 

Clifton  J.  Alexander,  M.D. 


Great  Britain  — This  country  whose  National 
Health  Service  plan  has  been  cited  continuously 
in  the  lay  press  and  in  our  own  publications, 
as  a paragon  of  virtue,  is  beginning  to  have 
second  thoughts  on  the  medical  system.  The 
public,  for  the  most  part,  are  happy  ( to  a certain 
extent ) with  their  plan  since  they  are  now  getting 
something  for  nothing,  but  they  do  not  realize 
the  high  British  taxes  and  the  serious  plight  of 
the  British  economy  has  been  caused  by  the 
welfare  state’s  propensity  for  spending  more 
money  than  they  have,  and  by  running  up  big 
trade  deficits. 

When  I was  in  Britain,  there  was  talk  of  a 
doctors  revolt  in  the  north-west  region  of  the 
Midlands  where  600  doctors  — largely  General 
Practitioners  — threatened  to  resign  enmasse 
from  the  National  Health  Service  because  of  the 
inability  to  reach  an  understanding  with  the 
government  over  their  grievances.  They  were 
partially  placated  by  the  government’s  agreeing 
to  lessen  the  patient  load  and  by  supplying 
locum-tenens  for  replacement  during  their  vaca- 
tions and  their  absence  while  they  were  taking 
post-graduate  courses. 

The  NHS  has  now  reached  a point  where  it 
has  become  greatly  alarmed  by  the  migration 
of  20-25%  of  all  British  graduates  of  medical 
schools  between  1951-1962.  It  is  rapidly  arriving 
at  the  point  where  there  are  insufficient  general 
practitioners  in  certain  areas  of  Britain.  Also, 
because  of  the  lack  of  positions  for  Junior  Medi- 
cal Officers  below  consultant  grade  it  was  de- 
cided by  the  government  to  create  an  interme- 
diate grade  of  eonsidtants  below  the  rank  of 
junior  consultant.  Some  say  that  this  was  a 
means  of  obtaining  lower  paid  — and  more 
amenable  staff. 

The  state  of  NHS  in  the  city  of  London  has 
become  so  un-satisfactory  that  many  persons 
are  now  asking  for  their  own  private  physician 


despite  the  fact  that  they  already  pay  for  the 
free  medical  care  under  the  national  scheme, 
and  despite  the  fact  that  they  are  requested, 
as  private  patients,  to  pay  for  their  own  drugs. 
( This  is  a point  of  controversy  between  physi- 
cians in  private  practice  and  the  government. ) 
As  a matter  of  fact,  one  physician  in  private 
practice  in  London  has  so  many  patients  that 
there  is  a waiting  list  of  those  who  would  like 
his  care,  and  the  private  hospitals  and  nursing 
homes  in  England,  not  covered  by  NHS  are  so 
full  that  the  government  was  and  is  seriously 
considering  guaranteeing  mortgages  on  more 
private  clinics  to  be  erected  by  private  capital 
so  as  to  ease  the  burden  on  over-crowded 
nationalized  hospitals. 

It  is  said,  and  has  been  reliably  reported,  that 
every  minister  in  the  out-going  Gonservative 
cabinet  and  90%  of  the  new  Labor  cabinet  have 
their  own  private  physicians,  whom  they  pay 
out  of  their  own  pockets,  despite  the  fact  that 
they  are  entitled  to  NHS  care  and  it  is  also  said 
that  in  the  Gity  of  London,  the  physicians  on 
NHS  have  one  waiting  room  for  NHS  patients 
and  another  for  private  patients,  who,  of  course 
are  treated  accordingly.  This  is  not  only  true  of 
general  practice  patients  but  is  becoming  true 
of  consultants  in  General  Surgery,  Obstetrics, 
Orthopedic  Surgery  and  so  forth  — and  it  is  a 
matter  of  fact  that  the  number  of  subscribers 
to  private  insurance  has  quadrupled  in  the  past 
three  years. 

For  a time  it  was  thought  that  free  drugs 
would  bankrupt  NHS  and  the  Gonser^■ati^  e gov- 
ernment intended  to  augment  charges,  but  now 
that  Labor  is  in  power,  the\'  lia\e  been  remo\  ed 
and  one  can  see  what  has  haj^pened  to  the 
British  pound  as  a eons('(}uenee. 

Despite  constant  urging  and  importnuing, 
there  ha\e  been  \ery  few  hospitals  built  iu 
Britain  and  practically  all  old  teaching  hospitals. 
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dating  from  before  the  Second  World  War  still 
stand  intact  without  any  modern  replacements. 
For  example,  the  teaching  hospital  in  Edin- 
burgh built  in  1880  is  still  largely  unchanged, 
although  radiology  and  surgery  have  been  up- 
dated. Modernization  is  beyond  British  means. 
It  has  been  noted  that  between  1958-64,  there 
was  an  increase  of  some  21%  of  students  in  pure 
science  in  universities,  while  at  the  same  time 
the  per  cent  of  students  in  medicine  declined 
from  21%  to  14%  of  the  total  number  enrolled. 
Because  of  this  fall  in  numbers  of  newly  regis- 
tered British  Practitioners,  House  staffs  have 
had  to  be  brought  in  from  various  parts  of  the 
British  Commonwealth  and  many  of  these,  un- 
fortunately lack  general  medical  knowledge  and 
their  command  of  the  English  language  also 
leaves  something  to  be  desired.  Medical  care, 
of  course,  suffers  accordingly. 

Scotland  was  also  visited  during  my  tour  of 
Britain  and  there  I had  the  great  good  fortune 
of  visiting  with  the  Scottish  Council  of  the 
British  Medical  Association  which  was  in  session 
in  Edinburgh  and  much  of  the  complaints  which 
I have  mentioned  above  were  repeated  at  this 
meeting.  In  order  to  encourage  more  young 
medical  students  and  physicians  to  go  into  gen- 
eral practice  and  thus  strengthen  the  roots  of 
the  NHS  the  University  of  Edinburgh,  with  the 
blessing  of  the  Ceneral  Medical  Council  of  Great 
Britain  has  now  established  a Department  of 
General  Practice  with  Professor  Richard  Scott 
as  the  chairman  of  the  department  with  one 
associate  as  full  time  professor  and  a clinical 
staff  of  11  clinical  instructors.  These  measures 
were  thought  necessary  to  encourage  the  growth 
of  general  practice  and  a better  understanding 
of  the  doctor/patient  relationships. 

I understand  the  Universities  of  Glasgow, 
Aberdeen  and  Dundee  in  Scotland  and  some 
unnamed  ones  in  England  are  about  to  establish 
similar  departments  and  I understand  from  Dr. 
Scott  that  he  has  been  called  in  by  the  University 
of  Kentucky  Medical  School,  the  Albert  Einstein 
Medical  School  and  the  National  Insbtute  of 
Health  in  Washington  as  a consultant  in  setting 
up  and  helping  develop  portions  of  their  medical 
curriculum  in  order  to  make  them  more  practical 
and  less  theoretical.  He  had  heard  about  the 
projected  medical  school  at  the  University  of 
Arizona  and  offered  to  help  with  any  ideas 
and  in  any  way  he  might  be  requested. 


The  Scottish  practitioners  were  all  very  friend- 
ly and  quite  interested  in  developments  here  in 
the  States,  particularly  as  it  was  just  before 
our  elections  and  after  theirs.  They  had  a number 
of  suggestions  to  make  as  far  as  our  efforts  in 
combating  Medicare  were  concerned,  but  since 
I have  written  so  much  already,  I will  save 
these  for  future  discussions. 

In  their  general  tone,  the  medical  practitioners 
of  Scotland  seem  to  think  that  National  Health 
Service  was  there  to  stay  because  of  the  patients’ 
acceptance  and  those  of  the  middle  age  and 
older  groups  have  decided  they  had  to  cope 
with  it  as  best  as  they  could  regardless  of  their 
feelings  on  the  matter.  They,  the  medical  prac- 
tioners  of  Scotland,  feel  that  the  younger  people, 
such  as  young  medical  students  and  junior  house 
officers  for  the  most  part  would  tend  to  immi- 
grate overseas  to  Canada,  United  States,  and 
Australia  where  opportunities  were  better  for 
these  just  starting  careers  in  medicine.  They 
thought  that  the  Conservative  government  would 
probably  have  made  an  effort  to  allay  misgivings 
of  the  General  Practitioners  but  the  advent  of 
the  Labor  party  in  seats  of  power,  they  of  the 
Labor  government  would  attempt  to  get  more 
out  of  the  physicians  without  additional  recom- 
pense, and  there  would  be  a lowering  or  abolition 
of  existing  charges  on  medical  calls  or  medica- 
tions as  a result,  the  nuisance  value  of  medical 
service  would  be  increased  since  there  would 
be  no  attempt  to  put  a stop  to  unnecessary  night 
calls  and  unnecessary  medications.  Some  of  the 
physicians  thought  perhaps  Britain  would  be 
better  off  with  a salaried  service  and  regular 
hours  for  the  participating  physicians  than  with 
the  current  system  where  each  member  of  the 
medical  service  was  considered  an  independent 
contractor  with  the  necessity  of  paying  all  his 
expenses  out  of  his  own  pocket  with  no  reim- 
bursement whatsoever  from  the  government  ex- 
cept through  a capitation  fee  and  through  small 
deductibles  on  income  tax.  Even  the  services  of 
doctors’  wives,  employed  in  their  husbands’ 
offices,  were  only  partially  deductible  through 
income  tax. 

The  British  physicians  were  very  much  inter- 
ested in  what  would  happen  in  the  United  States 
after  our  elections  and  for  the  most  part,  as  a 
result  of  propaganda  and  slanted  interviews, 
were  very  much  pro-administration.  Also,  during 
my  stay  in  Edinburgh,  I had  the  opportunity 
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of  speaking  to  several  clinical  year  medical  stu- 
dents and  it  seems  that  they  have  been  propa- 
gandized into  thinking  that  American  medicine 
is  largely  selfish  in  nature  and  that  it  cares 
more  for  the  financial  gain  than  the  welfare  of 
the  patients.  Since  these  people  are  young  and 
impressionable  it  is  with  some  difficulty  that 
one  is  able  to  convince  them  that  American 
medicine  has  but  one  purpose  — the  welfare 
of  the  patient  first,  and  financial  reward  after- 
wards. The  students,  however,  after  some  discus- 
sion, did  admit  that  the  practice  of  medicine 
in  Britain  and  the  treatment  the  patient  received 
was  far  from  ideal  and  that  they  were  sadly 
lacking  in  facilities  and  that  the  ratio  of  one 
patient  to  40  medical  students  could  certainly 
be  improved  upon.  They  also  admit  that  the 
filling  of  hospitals  with  geriatic  patients  is  due 
to  the  shortage  of  beds  in  old  people’s  homes. 
This,  of  course,  prevents  the  use  of  many  urgent- 
ly required  regular  hospital  beds  for  short  term 
illnesses. 

The  students  in  large  part  were  eager  to  come 


to  the  United  States  for  externships  and  intern- 
ships, to  see  medicine  as  practiced  here  now.  It 
is  certainly  true  that  American  medicine  is  in 
a very  good  repute  in  Britain  and  on  the  Con- 
tinent as  well.  There  were  also  other  comments 
by  students  on  American  mentality  on  politics 
and  international  affairs  and  probably  our  for- 
eign images  could  be  improved  by  better  public 
relations  abroad. 

All-in-all,  the  visit  to  Scotland  and  Britain 
was  most  enlightening  and  I do  hope  that  we 
will  have  the  opportunity  of  welcoming  some 
students  from  Britain  to  show  them  American 
medicine  really  does  care  for  the  welfare  of  the 
patient  at  least  as  much  as  Britain  without  the 
hindrance  of  encumbering  red  tape  on  patients, 
physicians  and  hospitals,  and  it  permits  the  rise 
of  young  gifted  people  as  physicians  and  sur- 
geons, much  more  rapidly  than  in  Britain,  where 
much  paper  work  is  required  on  everything,  and 
where  all  top  places,  in  the  specialties  are  based 
on  a pyramid  system. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
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Doctor  ...Do  You  Know  the  Importance  of 
Guaranteed  Insurability ! 

Give  the  children  a gift  that 

GUARANTEES  THEIR  INSURABILITY 
FOR  UP  TO  $25,000 


PLUS 
$1,000 
INSURANCE 
PROTECTION 
FOR  ONE  $50 
PAYMENT 

HBA'S  DESIGNOLIFE  YOUTH 
ESTATE  designed  to  create 
habits  of  thrift  and 
responsibility. 

Age  0 to  ISVi  — New  Designolife  Youth 
Estate  Plan  provides  lifetime  insurance 
protection.  On  payment  of  $50  pays  for 
$1,000  insurance  up  to  age  23. 

Automatically  increases  to  $5,000  at  age 
23  with  annual  premium  of  only  $75  un- 
til age  65. 

Whether  a parent 
children  will  thank  you 


Guaranteed  insurability  — The  right  to 
buy  up  to  $20,000  additional  coverage, 
$5,000  at  a time,  at  ages  of  25,  27,  29, 

31,  without  proof  of  insurability. 

Pays  $3450  cash  at  age  65  or  a paid-up 
policy  for  $5,000. 

Designed  to  protect  the  child's  estate  in 
years  to  come  and  to  encourage  the  habit 
of  thrift.  A wonderful  gift  for  now  and 
the  future! 

grandparent— the 
for  giving  them  this  gift! 


Send  for  / V [/  \ folder 

THEIHBAILIFE 

INSURANCE  COMPANY 

Phone  258-4885 

TUCSON  MA  3-2421 


I The  HBA  Life  insurance  Company 

P.O.  Box  1272,  Phoenix,  Arizona  85001 
I Please  send  folder  on  Designolife  Youth  Estate! 

I Name  

Address  

City  State  

I_  . 
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BASIC  SCIENCES  BUILDING 


PLAISNING  AND  SCHEDULING 


Earlier,  we  announced  that  we  were  planning 
to  admit  our  first  class  of  medical  students  in  the 
fall  of  1967.  This  is  probably  somewhat  faster 
than  ordinarily  occurs  in  the  planning  of  a new 
medical  school.  However,  the  situation  in  Arizona 
and  on  the  campus  of  the  University  has  seemed 
to  us  to  be  favorable  relative  to  meeting  this 
schedule  successfully.  The  one  area  that  is  full 
of  potential  difficulties  as  far  as  meeting  the 
schedule  goes  is  the  construction  schedules  for 
the  basic  medical  sciences  building.  Since  it  is 
possible  to  have  delays  due  to  late  delivery  of 
construction  materials,  supplies  and  equipment, 
labor  problems,  etc.,  and  since  these  delays 
cannot  be  anticipated,  our  planning  must  allow 
for  as  much  flexibility  as  possible  in  the  timing 
of  the  construction  schedule.  Of  course,  con- 
struction cannot  begin  until  we  are  certain  that 
the  money  is  available  to  pay  the  contractor. 
This  money  will  not  be  available  until  the  appli- 
cation for  matching  funds  successfully  passes  its 
review  by  the  appropriate  committees  in  Wash- 
ington. For  this  latter  purpose  our  application 
was  due  in  Washington  by  March  19,  1965. 
Furthermore,  the  application  would  not  be  ac- 
cepted or  considered  until  the  program  for  the 
Medical  School  had  been  granted  reasonable 
reassurance  by  the  Liaison  Committee  on  Medi- 
cal Education  that  it  would  be  accredited.  For- 
tunately, all  of  these  steps  have  now  been  taken 
in  their  proper  order:  the  application  was  sub- 
mitted on  time  and  we  have  already  been 
inspected  by  two  site-survey  teams  (fifteen  men 
in  all)  whose  recommendations  are  essential 
for  us  to  get  the  funds. 

The  first  phase  of  the  building  program  for 
the  College  of  Medicine  is  focused  on  the  basic 
medical  sciences  building.  Since  this  building  is 
going  to  be  located  quite  a distance  away  from 
the  heating  and  cooling  plant  which  currently 
serves  the  University,  it  is  going  to  be  necessary 
to  add  to  our  expense  by  allowing  for  the  cost 
of  constructing  and  equipping  our  own  heating 
and  cooling  plant.  Additional  expenses  will  in- 
clude architects’  fees,  contingency  fees,  the  eost 


of  movable  equipment,  the  tunnels  which  will 
connect  the  heating  and  cooling  plant  to  the 
building  itself  and  to  the  public  utilities,  land- 
scaping, paving  of  access  roads  and  parking 
surfaces,  etc.  We  have  just  learned  that  the 
University  of  New  Mexico  has  had  an  applica- 
tion approved  for  $5,750,000  for  its  basic  medical 
sciences  building  (although  this  figure  does  not 
include  a library,  heating  and  cooling  plant  or 
the  other  extras  just  mentioned).  The  Hershey 
Medical  Center  in  Pennsylvania  and  Rutgers 
Medical  School  have  announced  plans  for  their 
basic  sciences  buildings  which  will  cost  approx- 
imately $10  million  each. 

The  problems  which  relate  to  capital  expan- 
sion and  purchase  of  land  for  Arizona’s  three 
institutions  of  higher  learning  are  of  consider- 
able magnitude.  This  was  one  of  the  reasons 
that  it  was  decided  not  to  seek  the  money  for 
the  basic  medical  sciences  building  from  state- 
appropriated  sources  now  since  this  would  put 
us  in  direct  competition  with  the  other  legiti- 
mate requirements  of  our  educational  campuses 
at  the  time  they  needed  help  the  most.  Instead, 
it  was  felt  that  the  funds  could  be  raised  by  a 
private  gifts  campaign  with  the  balance  made 
up  by  matching  federal  funds  under  Public 
Law  88-129.  The  campaign  has  successfully 
produced  over  $2.6  million.  Since  no  single  gift 
is  in  excess  of  $100,000  we  interpret  this  as 
indicative  of  a broad  level  of  interest  and  support 
for  the  school. 

If  matching  funds  are  approved  for  this  proj- 
ect we  can  look  forward  to  starting  construction 
by  January  or  February  of  1966.  This  should 
permit  us  to  occupy  the  building  by  the  late 
spring  of  1967.  This  is  not  much  “lead”  time 
before  the  first  class  arrives  but  we  believe  it 
will  permit  us  to  meet  our  schedule  and  admit 
our  first  class  of  students  that  same  fall. 


June,  1965 


471 


Take  one  tablet  every  day 
with  breakfast. 


Please  bring  me  some  Regroton  Thanks, 
samples,  Miss  Brown. 


Just  one? 


Sure.  One  tablet  works  round 
the  clock. 


Regroton 


Superior  to  other  antihypertensives 
in 76  of  80  patients  in  a 2-year  study* 


Geigy 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 weeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Etiects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  breakfas 
Availability:  Bottles  of  100  and  1000  tablets. 

'Chupkovich.  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.;  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hypt 
tension:  A two  year  study.  Presented  at  the  7fh 
Inter-American  Congress  of  Cardiology,  Montre* 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3456 


matter's  of*  eclitorial  interest 
to  tire  mediGal  profession 


After  months  of  preparation,  a revised  Physi- 
eian’s  Handbook  was  mailed  to  all  Partieipating 
Physieians  on  May  7.  The  new  handbook  con- 
tains more  information  about  Blue  Shield  than 
has  ever  been  available  to  physicians’  offices 
before.  Summary  descriptions  of  old,  new,  local, 
regional  and  national  contracts  are  contained 
in  its  pages.  The  benefits,  limitations  and  exclu- 
sions are  written  concisely  and  easily  located. 
Such  subjects  as  Service  Benefit  Eligibility  and 
Identification  Card  Coding  Keys  are  all  designed 
to  assist  the  physician’s  office  in  fast,  accurate 
claim  processing,  and  also  to  aid  the  physician’s 
staff  in  explaining  Blue  Shield  benefits  to  his 
patients. 

This  handbook,  coupled  with  the  streamlined 
claim  card,  strengthen  the  “new  look”  in  Blue 
Shield,  which  is  to  assist  the  physician  in  every 
way  possible  to  expedite  his  claim  to  the  Doctors’ 
Plan. 

During  the  first  weeks  of  April,  May,  June 
and  July,  special  checks  have  been,  or  will  be 
leaving  the  Blue  Shield  office  for  about  one 
thousand  physicians’  offices.  These  checks  are 
repayment  for  the  “10  per  cent  deferment” 
withheld  from  claims  payments  for  services  ren- 
dered during  December  1963  and  January  1964. 
Repayment  of  these  funds  is  made  possible  by 
the  improved  financial  condition  of  the  Plan 
and  was  authorized  by  the  Board  of  Directors 
in  February.  A personal  letter  from  Executive 
Director  John  C.  Foster  accompanies  each  check 
and  thanks  the  physician  for  his  interest  and 
patience  in  this  vital  matter. 

« * * 

Highlight  of  the  17th  annual  meeting  of 
Arizona  Blue  Shield,  May  1,  Tucson,  was  the 
election  of  officers  and  board  members.  Dr. 
Charles  E.  Van  Epps,  Phoenix,  was  re-elected 
president;  Dr.  James  L.  Grobe,  Phoenix,  was 
elected  vice-president;  Dr.  Neil  C.  Alden,  Phoe- 


nix, was  re-elected  secretary;  and  E.  N.  Holgate, 
First  National  Bank  executive,  Phoenix,  was 
re-elected  treasurer. 

Newly  elected  Blue  Shield  board  members  are 
Doctors  William  G.  Payne,  Tempe;  Albert  J. 
Ochsner,  II,  Yuma;  and  James  L.  Grobe;  as  well 
as  Ralph  C.  Hook,  Jr.,  Ph.D.,  director.  Bureau 
of  Business  Services,  Arizona  State  University, 
Tempe. 

Re-elected  board  members  are  Doctors  Neil 

C.  Alden,  James  W.  Anderson,  Noel  G.  Smith, 
all  Phoenix;  Earl  R.  Baldwin  and  Blair  W.  Say- 
lor, Tucson;  and  William  E.  Bishop,  Globe.  Also 
re-elected  was  Herbert  J.  Lindner,  president, 
Arizona  Brewing  Company,  Phoenix. 

Dr.  Arthur  C.  Stevenson,  Phoenix,  was  re- 
elected an  honorary  member  of  the  Blue  Shield 
Board  of  Directors.  Re-elected  to  the  Blue  Shield 
Professional  Committee  were  Doctors  George 

D.  Robertson,  Tucson;  and  Clarence  C.  Pieper- 
gerdes  and  George  B.  Kent,  Jr.,  Phoenix. 

John  C.  Foster  is  the  executive  director  for 
Blue  Shield,  as  well  as  its  companion  plan. 
Blue  Cross. 
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TUBERCUUN,TINETEST 


(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 
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CLARA  S.  WEBSTER,  M.D. 
1877-1965 


IN  MEMORIAM 


Dr.  Clara  S.  Webster,  a member  of  the  50 
Year  Club  and  a practicing  physician  in  Tucson 
since  1921,  died  at  the  age  of  87  years  on 
April  6,  1965. 

Dr.  Webster  was  born  in  Chicago  and  receiv- 
ed her  M.D.  degree  from  the  University  of 
Illinois  College  of  Medicine  in  1907.  Prior  to 
coming  to  Arizona  she  practiced  and  taught 
medicine  in  Chicago.  During  World  War  I she 
was  one  of  the  three  women  doctors  in  the 
nation  appointed  to  the  Medical  Board  of  the 
Council  of  National  Defense. 

From  1927  to  1929  she  was  Dean  of  Women 
at  the  University  of  Arizona,  and  from  1929  to 
1931  she  pursued  postgraduate  study  in  Vienna, 
Austria. 

With  her  passing  Arizona  lost  one  of  her  fine 
pioneer  physicians. 


LOUIS  A.  PACKARD,  M.D. 
1884-1965 


Dr.  Packard  was  born  in  a log  cabin  at  Stan- 
nard  Corners  (no  longer  in  existence)  New 
York  State,  Allegheny  County.  His  father  was  a 
Wells  Fargo  driver  all  through  the  middle  west 
and  into  Colorado. 

Dr.  Packard  early  became  a track  star  at 
Mercersburg  Academy  winning  a number  of 
“blue  plates”  which  have  recently  been  returned 
to  the  school  to  be  placed  on  exhibition. 

He  scouted  the  Big  Ten  games  for  the  Uni- 
versity of  Iowa,  probably  when  he  was  a medical 
student  there,  and  was  an  associate  coach  under 
Howard  Jones  at  Iowa.  Later  he  coached  the 
Colorado  School  of  Mines  football  team  one  year 


and  during  that  year  he  won  the  Rocky  Moun- 
tain championship.  In  1926,  when  he  was  in 
practice  in  Hot  Springs,  South  Dakota,  he  was 
the  Amateur  State  Coif  champion.  In  later 
years,  he  coached  the  pony  league  of  the  Kiwanis 
Club  in  Prescott  and  he  enjoyed  his  golf  game 
regularly  until  he  reached  75  years. 

Dr.  Packard  received  his  M.D.  degree  from 
the  State  University  of  Iowa  College  of  Medi- 
cine, 1914,  he  had  an  interneship  at  the  Univer- 
sity Hospital  and  was  a resident  at  Rood  Hos- 
pital, Hibbing,  Minnesota,  spent  added  time  as 
a resident  at  the  Mt.  Alto  Hospital,  Pennsylvania, 
and  later  did  post  graduate  work  in  eye,  ear, 
nose  and  throat  in  Chicago  in  1919. 

He  began  his  practice  in  Des  Moines,  Iowa, 
in  1914  and  through  the  years  practiced  various- 
ly at  Golden,  Colorado,  Fort  Collins,  Colorado, 
Hot  Springs,  South  Dakota,  Bakersfield,  Cali- 
fornia, Los  Angeles,  California,  and  entered  the 
Veterans  Administration  as  chief  of  the  nose  and 
throat  service  at  Fort  Whipple,  Arizona.  In  1951, 
at  the  youthful  age  of  67,  he  again  entered 
private  practice  in  Prescott,  Arizona,  and  con- 
tinued there  until  his  death. 

He  was  life  fellow  of  the  American  College 
of  Surgeons  and  a life  fellow  of  the  American 
Academy  of  Ophthalmology  and  Otolar>  ngology, 
as  well  as  a member  of  his  comity,  state  and 
national  medical  societies. 

Dr.  Packard  was  always  ready  with  a cpiick 
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answer,  never  at  a loss,  and  was  noted  for  his 
biting  humor.  For  the  most  part,  it  was  meant 
for  humor,  but  depending  upon  the  mood  of 
the  recipient  was  not  always  so  received. 

He  was  a wonderful  raconteur  and  had  many 
interesting  stories  especially  about  his  early 
practice  in  Colorado.  For  instance,  one  time 
during  the  severe  winter,  some  neighbors  of  a 
man  who  lived  high  on  the  adjacent  mountains 
telephoned  and  asked  that  the  doctor  come  to 
lance  the  man’s  throat  or  that  he,  the  patient, 
would  die.  It  is  said  that  a local  garage  burned 
“eight  motors”  getting  the  doctor  as  far  up  the 
mountain  as  possible  and  then  he  climbed  the 
rest  of  the  way.  The  sick  man  was  sitting  in  the 
doorway  of  his  cabin  when  Dr.  Packard  arrived. 
He  promptly  lanced  his  throat  and  “pus  shot 
into  the  air.”  Well,  the  sequel  to  this  story  is 
that  while  Dr.  Packard  tendered  his  fee,  it  was 
never  paid  for  the  patient  gave  the  money  to 
his,  the  patient’s,  brother  to  give  to  Dr.  Packard. 
It  was  only  some  years  later  that  the  patient 
learned  indeed  that  Packard  had  never  been  paid 
and  he  was  so  grateful  to  Dr.  Packard  that  he 
again  raised  the  money  and  paid  Dr.  Packard 
his  regular  fee.  Times  have  changed. 

Dr.  Packard  is  survived  by  his  wife,  Goldie, 
of  Prescott,  Arizona,  a son.  Col.  Peter  Packard, 
U.  S.  Air  Force,  and  a daughter,  Mrs.  Patricia 
Packard  Bartlett,  Yuba  City,  Callifornia,  and 
seven  grandchildren. 
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THE  CRUCIFIXION 


Robert  F.  Lorenzen,  M.D., 

Editor,  Arizona  Medicine 

Dear  Bob: 

I regret  the  necessity  of  writing  a critical 
letter  when  the  minutes  of  the  Publications 
Board  indicate  that  Arizona  Medicine  is  in 
some  difficulty,  but  I cannot  let  the  last  issue 
go  unchallenged.  I realize  that  everyone  is  trying 
very  hard,  and  that  there  are  problems,  but  I 
do  not  believe  that  any  of  these  are  likely  to 
be  relieved  by  such  issues  as  that  of  March,  1965. 

There  seems  to  be  an  absence  of  clear  editorial 
policy;  it  is  not  plain  to  me  whether  the  journal 
is  attempting  to  function  as  a house  organ,  as 
a mirror  of  medical  practice  as  it  is  — or  perhaps 
should  be  — in  Arizona,  or  as  a medium  for  the 
publication  of  whatever  papers  members  of  the 
Arizona  Medical  Association  happen  to  come 
up  with. 

My  specific  exception  is  taken  to  the  article, 
The  Crucifixion  of  Jesus,  pp.  183-187.  Its  evan- 
gelistic flavor  and  doctrinal  approach  are,  I 
submit,  entirely  out  of  place  in  a medical  journal. 
As  a lay  sermon  it  is  excellent,  but  not  even  the 
approach  of  Easter  can  excuse  publication  in 
Arizona  Aledicine.  A journal  published  for  the 
entire  membership  of  the  Arizona  Medical  Asso- 
ciation needs  to  remember  that  it  numbers 
among  its  readers  physicians  of  all  faiths,  includ- 
ing Jews,  Unitarians,  and  even  atheists,  all 
sincere  in  their  personal  philosophy.  The  publica- 
tion of  a tract  of  this  sort  is  not,  I am  sure,  what 
the  recently-organized  AMA  Committee  on 
Aledicine  and  Religion  has  in  mind,  or  intends 
to  promote. 

Nor,  strictly  speaking,  is  the  article  in  question 
qualified  to  proceed  under  its  proclaimed  ban- 
ners of  science  and  medicine.  Lacking  are  foot- 
notes, bibliography,  and  citation  to  previous 
treatments  of  the  subject.  I do  not  have  the 
necessary  files  with  me,  but  recall  a detailed 
French  study  of  death  by  crucifixion  published 
twenty-odd  years  ago  and  cited,  I believe,  in 
Soma  Weiss’  classical  monograph  on  syncope 
in  a Chicago  journal  of  about  1940.  If  Arizona 
Medicine  wishes  to  publish  an  article  on  cruci- 
fixion in  the  Easter  season,  I can  think  of  no 
reason  why  adequate  editorial  standards  cannot 
be  maintained  and  the  author  encouraged  to 
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meet  minimal  standards  for  publication  in  a 
medical  journal. 

I would  not  trouble  you  with  criticism  if  I 
were  not  interested  in  Arizona  Medicine;  after 
all,  it  is  my  journal.  I have  been  encouraged 
and  favorably  impressed  by  some  of  the  1964 
issues.  Maybe  that  is  why  I feel  so  let  down  by 
the  March  issue. 

I trust  you  will  not  construe  this  letter  as  an 
attack  on  “religion.”  I happen  to  be  a lay  reader 
of  the  Episcopal  Church,  and  if  Arizona  Medi- 
cine is  looking  for  sermons,  I have  a file  folder 
full  of  them.  But  there  is  an  ancient  medical 
caveat  that  the  physician  should  keep  his  re- 
ligion and  his  personal  morality  out  of  his  med- 
ical practice,  and  I suggest  in  all  good  will  and 
sincerity  that  the  rule  is  applicable  to  medical 
journals  as  well. 

Paul  J.  Matte,  Jr.,  M.D. 


May  5,  1965 

Paul  J.  Matte,  Jr.,  M.D. 

1021  Covington  Road 
Las  Altos,  California 

Dear  Paul: 

Thank  you  for  your  letter  expressing  your 
views  on  Dr.  Truman  Davis’  article  in  the  March 
issue  of  Arizona  Medicine.  I appreciate  your 
thoughtful  criticism  since  I am  aware  of  your 
past  interest  in  the  Journal. 

I asked  Dr.  Davis  to  submit  this  article  after 
hearing  it  presented  about  a year  ago  and  was 
very  pleased  when  he  agreed  to  do  so.  I felt 
that  it  would  be  interesting  to  all  members  of 
the  society  and  certainly  did  not  intend  to  offend 
anyone  by  its  publication.  I did  not  view  the 
article  as  an  evangelistic  tract  but  rather  as  an 
unusual  and  enlightening  discussion  of  a subject 
of  interest  to  Arizona  physicians. 

Your  criticism  of  the  lack  of  footnotes  and 
bibliography  may  be  justified.  However,  I felt 
that  the  quality  and  style  of  expression  in  the 
article  outweighed  this  possible  deficiency. 

Thank  you  again  for  writing  to  me  for  as 
William  Hazlitt  said,  “when  a thing  ceases  to  be 
a subject  of  controversy,  it  ceases  to  be  a subject 
of  interest.” 

Kindest  personal  regards. 

Sincerely  yours, 

ARIZONA  MEDICINE 
Robert  E.  Lorenzen,  M.D. 
Editor 


June,  1965 


477 


April  15,  1965 
W,  Albert  Brewer,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 
My  dear  Dr.  Brewer: 

On  behalf  of  the  whole  Christian  community 
of  the  State  of  Arizona,  I wanted  to  thank  you 
and,  through  you,  the  editor  and  publishers  of 
Arizona  Medicine  for  printing  the  superb  article 
“The  Crucifixion  of  Jesus,”  by  Dr.  C.  Truman 
Davis  in  the  March  edition. 

This  is  a very  helpful  and  inspiring  service  to 
all  Christian  people  in  Arizona. 

With  God’s  richest  blessing  to  you,  especially 
for  a bright  and  beautiful  Easter  ahead. 
Faithfully, 

Rt.  Rev.  Joseph  M.  Harte, 

D.D.,  S.T.D., 

Bishop  of  Arizona 

April  1,  1965 

C.  Truman  Davis,  M.D.,  M.S. 

Arizona  Medicine 
Scottsdale,  Arizona 
Dear  Dr.  Davis; 

I read  your  article,  “Crucifixion  of  Jesus”  in 
the  recent  issue  of  Arizona  Medicine.  It  is  well 
done,  and  I did  appreciate  the  opportunity  to 
read  it. 

Thank  you. 

Sincerely  yours, 

Darwin  W.  Neubauer,  M.D. 

April  5,  1965 
Dear  Sir: 

“The  Crucifixion  of  Jesus”  by  Dr.  Davis  in 
the  March  issue  of  Arizona  Medicine  was  very 
moving.  It  was  also  informative  and  interesting 
since  several  of  the  medical  reasons  for  His 
sufferings  were  unknown  to  Dick  and  I. 

Thank  you  for  printing  this  timely  article. 

Sue  Hill  (Mrs.  Richard  J.  Hill) 
8059  North  16th  Avenue 
Phoenix,  Arizona 


April  8,  1965 

C.  Truman  Davis,  M.D.,  M.S. 

c/o  Arizona  Medicine 

The  Arizona  Medical  Association,  Inc. 

4601  N.  Scottsdale  Road 

Box  128,  Suite  201 

Scottsdale,  Arizona  85252 

Dear  Doctor  Davis: 


I would  like  to  enthusiastically  and  sincerely 
congratulate  you  on  your  beautifully  written 
article  on  the  Crucifixion. 

In  a unique  way,  you  have  told  a truly  terrible 
story  with  a combination  of  scientific  detach- 
ment and  compassion  that  is  indeed  a work  of 
art.  It  is  also  an  important  cultural  contribution. 

Thank  you  so  very  much. 

Cordially  yours, 

W.  D.  Snively,  Jr.,  M.D. 

Mead  Johnson  & Company 
Executive  Vice  President 


April  14,  1965 
Arizona  Medicine 
Atten.:  Mr.  Bruce  Robinson 
Managing  Editor 
Dear  Bruce: 

I was  extremely  impressed  with  the  article, 
“The  Crucifixion  of  Jesus,”  by  C.  Truman  Davis, 
M.D.,  in  the  March,  1965  issue  of  Arizona  Medi- 
cine. I would  like  very  much  to  obtain  several 
reprints.  . , . 

Thank  you  so  very  much. 

Sincerely, 

T.  W.  Jensen,  M.D. 


April  17,  1965 

Robert  F.  Lorenzen,  M.D. 

Editor-in-Chief 
Dear  Dr.  Lorenzen: 

Please  permit  me  to  thank  you  for  publishing 
the  article,  “The  Crucifixion  of  Jesus,”  by  Dr. 
Truman  Davis  in  the  March,  1965  issue  of 
Arizona  Medicine.  This  was  a most  appropriate 
message,  in  addition  to  being  interesting  and 
informative.  The  other  articles  were  also  very 
good  this  month.  . . . 

Incidentally,  when  I read  Dr.  Davis’  article 
I could  not  help  but  think  of  another  great 
physician  which  I think  most  of  us  tend  to 
forget,  if  we  ever  knew  it;  and  he  is  St.  Luke, 
the  Apostle.  He  too,  you  know,  was  a physician 
and  one  of  considerable  ability. 

Again  thanking  you,  I am 

Very  sincerely  yours, 

W.  B.  Patterson,  M.D. 
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FEBRUARY  ISSUE 

9 March,  1965 

Robert  F.  Lorenzen,  M.D. 

The  Editor 
Arizona  Medicine 

Dear  Robert: 

The  superiority  of  the  February  issue  of 
Arizona  Medicine  wai'rants  special  mention  and 
hearty  congratulations  to  you,  its  editor.  . . . 

My  appreeiation  for  your  contribution  is  en- 
hanced by  my  knowledge  that  you  aecepted  the 
editorship,  without  pay,  when  the  ineome  from 
national  advertising  began  to  drop  to  a critical 
point  due  to  the  Government’s  meddling  with 
the  pharmaeeutical  manufacturers. 

The  scientifie  articles  appearing  in  the  Heart 
Surgery  issue  are  testimonials  expressing  the 
unselfishness  of  doctors  of  medicine  in  their 
determination  to  improve  the  quality  of  the 
medical  care  and  broaden  its  distribution.  It  is 
amazing  to  many  people  that  the  private  prac- 
tioners  of  medicine,  here  in  the  desert,  are 
engaged  in  research  which  is  making  essential 
contributions  to  the  advaneements  for  the  relief 
of  human  ills.  It  is  more  amazing  to  learn  that 
the  fifteen  named  in  this  issue  and  many  others, 
living  in  Arizona,  who  made  direet  contributions 
to  these  articles  and  the  many  other  physicians 
who  are  directing  their  effort  in  other  subjects, 
have  done  it  without  the  stimulus  or  prestige 
support  of  medical  school  or  foundation;  without 
pressure  from  any  group;  without  monetary 
compensation  and:  without  Federal  subsidy. 

There  was  considerable  activity  in  the  field 
of  heart  surgery  before  the  epics  recorded  by 
Dr.  Earl  Baker  which  have  occurred  since  1955. 
The  first  operation  to  be  performed  on  a private 
patient  for  the  repair  of  mitral  stenosis  was 
March  28,  1955.  He  is  now  actively  employed 
doing  more  physical  exertion  than  he  could 
perform  before  the  surgery.  . . . 

Sineerely, 

Leslie  B.  Smith,  M.D. 


March  16,  1965 

Robert  F.  Lorenzen,  M.D. 

Editor 

Arizona  Medicine 
Dear  Bob: 

Just  a note  to  commend  you  on  your  organ- 
ization of  the  February  1965  edition  of  Arizomi 


Medicine. 

I,  also,  felt  your  note  and  dedication  of  the 
issue  to  our  departed  colleagues,  Louie  Jekel 
and  Bob  Snapp,  was  particularly  appropriate. 
With  all  best  wishes,  I am. 


Sineerely, 

T.  Richard  Gregory,  M.D. 


CIGARETTE  ADVERTISING 


April  16,  1965 

Arizona  Medical  Association 

Gentleman : 

In  the  March  edition,  page  210,  I enclose  this 
as  a sample,  is  a full  page  ad  on  Garlton  Gigar- 
ettes.  I believe  this  to  be  a mild  form  of  hypoerisy 
condemning  eigarettes  in  one  breath  for  their 
adverse  affect  on  the  lung  and  heart  and  in  the 
next  breath  extolling  the  virtues  in  smoking 
pleasure. 

Surely  we  ean  do  without  this  type  of  adver- 
tisement. 

Sincerely  yours, 

R.  T.  McDonald,  M.D. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
o Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplorrmtes  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 


Camei^aek  ^uMet  Cha/ret  and  ^uHer-al  ffme 

3RD  AVENUE  AND  CAMELBACK  - PHONE  277-2603 
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REPRINTS 


Medical  Education  for  the  Personal  Physician 


Merlin  K.  DuVal,  M.D. 


Since  this  conference  is  attuned  to  the  subject 
of  Graduate  Medical  Education  in  General  and 
Family  Practice,  you  may  have  found  it  dis- 
appointing to  note  that  there  is  one  title  which 
makes  no  reference  to  graduate  education.  This 
is  not  the  fault  of  your  program  committee  — it 
is  exclusively  my  doing  — and  it  represents  a 
concession  on  their  part.  However,  I suspect  that 
it  is  not  the  first  time  you  have  expected  steak 
only  to  receive  hamburger. 

My  new  assignment,  in  the  State  of  Arizona, 
has  required  that  I become  as  thoughtful  as 
possible  about  education  for  the  practice  of 
medicine.  And  while  graduate  medical  education 
will  become  of  great  concern  to  us  later,  I am 
confident  that  these  programs  will  evolve  suc- 
cessfully as  long  as  we  are  particularly  careful 
to  define  what  it  is  we  expect  them  to  accom- 
plish. Here,  then,  is  the  difficulty.  In  the  field 
of  general  practice,  none  of  us  is  sure  what  it  is 
we  want  our  programs  to  accomplish.  I would 
like  to  start  by  considering  this  phase  of  the 
problem  with  you. 

Decline  of  New  G.P.’s 

There  seems  to  be  no  doubt  whatsoever  that 
the  number  of  physicians  who  are  entering  the 
general  practice  of  medicine  is  on  the  decrease. 
And  while  there  are  honest  differences  of  opin- 
ion as  to  why  this  is  happening,  there  is  com- 
plete agreement  on  some  of  the  factors  which 
are  playing  a role.  Many  of  these  are  related  to 
our  schools  of  medicine  and  to  our  system  of 
dispensing  medical  education.  For  example,  the 
post-Flexnerian  emphasis  on  the  basic  science 
disciplines  and  on  university  orientation  for 
medical  education,  has  had  an  effect  which 
can  be  compared  to  that  which  follows  the  fer- 
tilization of  a lawn:  everything  that  has  been 
planted,  grows.  As  a result,  each  of  our  basic 
disciplines  has  become  an  enormous  field  in 
itself,  and  our  medical  school  curriculum  reflects 
this  separation  by  a lack  of  cohesion  and  inter- 
relationship between  these  disciplines.  More 
than  that,  the  enormous  investments  in  medical 

Presented  at  the  meeting  of  the  American  Academy  of  General 
Practice,  Hartford,  Connecticut,  January  30,  1965. 

Dean,  College  of  Medicine,  The  University  of  Arizona,  Tucson. 


research  have  so  expanded  the  individual  fields 
that  sub-specialization  has  appeared  as  the  nat- 
ural consequence.  I am  afraid  that  this  has 
fostered  a type  of  “detachment”  among  those  of 
us  who  are  involved  in  the  academic  side  of 
medicine,  a detachment  from  the  outside  world, 
the  general  public  we  serve,  and,  most  regret- 
tably, from  our  own  professional  colleagues  who 
are  out  in  practice.  If  this  sense  of  detachment 
is  as  prevalent  among  the  specialty-oriented 
members  of  our  medical  school  faculties  as  I 
am  suggesting  that  it  is,  then  it  should  not  come 
as  any  great  surprise  that  the  environment  for 
the  medical  student  will  not  be  geared  toward 
the  general  practice  of  medicine. 

Important  Developments 
At  the  same  time,  several  important  things 
have  been  happening  among  the  practitioners 
themselves;  things  which  are  not  related  to  the 
medical  schools.  For  example,  there  is  strong 
evidence  that  general  practice  has  not  proved 
to  be  as  satisfying  a career  as  we  might  wish 
to  think  it  is.  The  number  who  leave  general 
practice  and  return  for  additional  post-graduate 
training  in  a specialty  area  is  substantial.  Studies 
now  completed  in  two  states  reveal  that  slightly 
less  than  one-third  of  all  the  physicians  who  are 
practicing  in  those  states  have  taken  specialty 
training.  Presumably,  this  would  leave  more 
than  two-thirds  who  should  be  doing  general 
practice.  Surprisingly  enough,  only  three  out  of 
10  listed  themselves  as  general  practitioners. 
All  of  the  others  designated  themselves  as  having 
added  a specialty  to  their  practice.  Is  this  the 
group  which  is  eager  to  see  young  men  trained 
to  do  something  they  are  not  willing  to  do?  It 
may  be  pertinent  to  recall  here  that  the  American 
Specialty  Boards  were  founded  by  men  w’ho  lim- 
ited their  practices,  and  that  as  recently  as  three 
years  ago  the  American  Medical  Association 
received  a petition  to  approve  another  new 
specialty  board:  The  Board  of  Abdominal  Sur- 
gery. In  a slightly  different  \ein,  some  of  m\- 
closest  and  respected  friends  in  the  field  of 
general  practice  have  told  me  that  men  coming 
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in  their  communities  recently,  presumably  to 
enter  the  general  practice  of  medicine,  are  often 
unwilling  to  accept  their  share  of  the  coverage 
of  the  local  hospital  emergency  room;  they  hold 
office  hours  “by  appointment  only”  and  not 
infrequently  have  unlisted  telephone  numbers. 
Is  this  the  image  of  general  practice  you  would 
have  us  forward  to  the  student  body? 

Three  Reasons 

Perhaps  the  situation  I am  describing  is  not  so 
much  a “fault”  as  it  is  a phenomenon;  a pheno- 
menon which,  by  the  way,  will  get  worse  rather 
than  better  if  we  persist  in  our  efforts  to  reorient 
and  adapt  today’s  medical  science  to  the  goal  of 
increasing  the  supply  of  yesterday’s  general  prac- 
tioner.  In  fact,  if  we  do  continue  in  this  direction 
we  may  even  hasten  the  disappearance  of  this 
general  practitioner  for  three  reasons:  first,  since 
we  are  continuing  to  produce  new  knowledge  at 
a formidable  rate,  each  newly  graduated  physi- 
cian will  be  more  knowledgeable,  in  many  aca- 
demic areas,  than  the  man  who  is  actually  out 
there  on  the  firing  line.  This  will  inevitably 
make  the  latter  physician  feel  more  and  more 
“left  out”  and  “left  behind”  and  the  attractive- 
ness of  his  practice  will  diminish.  Second,  in  a 
specialty-conscious  society  (as  more  specialists 
become  available)  the  hospital  privileges,  pres- 
tige, and  community  standing  of  the  general 
practitioner  will  be  increasingly  threatened. 
Third,  the  spectacular  growth  of  ancillary  health 
agencies,  in  both  private  and  governmental  sec- 
tors (coordination  between  which  is  atrocious  by 
its  absence),  represents  a very  important  source 
of  competition  for  services  to  the  patient,  all  of 
which  will  detract  from  the  importance  of  the 
general  practitioner. 

Since  medical  schools  are  themselves  the  focal 
point  of  new  knowledge,  and  are  continuing  to 
add  to  this  body  of  knowledge,  it  seems  safe  to 
assume  that  the  influence  of  the  specialist  will 
continue  to  be  represented  on  their  staffs.  Fur- 
thermore, as  long  as  our  medical  curriculum 
retains  its  Flexnerian  rigidity,  we  need  not  ex- 
pect this  cycle  to  break.  However,  before  you 
leap  to  the  conclusion  that  all  we  have  to  do  to 
correct  this  situation  is  to  change  the  medical 
school  curriculum  and  to  introduce  departments 
of  general  practice  within  medical  school  facul- 
ties, let  me  remind  you  that  there  is  already 
ample  proof  that  such  steps,  having  been  taken, 
have  had  no  substantial  impact  on  the  produc- 


tion of  family  doctors  thus  far. 

Ultimate  Solution 

The  ultimate  solution  to  this  problem  is  going 
to  require  something  quite  different.  Let  me  be 
specific:  first,  no  solution  is  going  to  be  possible 
until  we  concede  that  specialization  is  not  only 
hert  to  stay,  but  should  be  recognized  as  a sound 
and  important  step  in  social  progress  whether  it 
be  in  medicine,  agriculture,  law  or,  for  that 
matter,  in  football.  In  other  words,  a solution 
which  tries  to  keep  down  the  influence  of  the 
specialist  is  doomed  to  fail.  Second,  it  is  com- 
pletely unreasonable  for  us  to  persist  in  our 
efforts  to  train  a general  practitioner  to  fit  the 
same  mold  that  we  know  he  fitted  in  the  past. 
That  this  mold  has  stood  the  test  of  time  for 
several  decades  is  no  more  persuasive  or  logical 
than  is  the  argument  that  the  internal  combus- 
tion engine,  which  has  also  stood  the  test  of 
time,  should  be  adapted  to  the  requirements  of 
space  travel.  Therefore,  any  effort  which  is  gear- 
ed to  the  continued  production  of  the  general 
practitioner  of  the  past  is  likewise  doomed  to 
failure.  Third,  we  had  better  wake  up  pretty 
quickly  and  realize  that  the  market  place  for  our 
medical  services  continues  to  reveal  a demand 
for  both  the  specialist  and  the  family,  or  per- 
sonal, physician.  As  long  as  that  demand  persists, 
we  would  be  terribly  short  sighted  not  to  make 
an  effort  to  satisfy  it  since,  if  we  don’t,  you  can 
be  sure  that  it  will  be  satisfied  by  others. 

If  the  basic  theme  of  these  postulates  is  cor- 
rect, then  it  can  serve  as  a framework  within 
which  the  specific  solution  to  our  problem  be- 
comes possible.  The  three-point  solution  which 
I would  like  to  offer  you  for  your  consideration 
today  is  based  on  these  postulates  and  may  be 
summarized  as  follows. 

Summary 

First,  I think  it  is  essential  that  the  future  of 
general  practice  be  redefined  in  terms  of  the 
health  needs  and  requirements  of  our  society, 
rather  than  in  terms  of  the  preferences  of  the 
individual  physician.  In  this  sense,  and  in  re- 
sponse to  my  interpretation  of  what  our  public 
is  looking  for,  I visualize  the  generalist  of  the 
future  as  assuming  three  important  roles:  dis- 
pensing continuous  medical  treatment  for  the 
great  majority  of  the  specific  ills  of  his  patient 
clientele;  serving  as  an  intensely  personal  advisor 
and  confidant  to  his  patients  in  all  matters  re- 
lated to  their  physical  and  emotional  well-being; 
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and  as  the  key  consultant  in  a determination  of 
what  other  resources  should  be  mobilized  on 
behalf  of  his  patient.  Note  that  I am  not  de- 
scribing a personal  physician  as  a “second-class 
doctor”  but  rather  that  I am  describing  a posi- 
tion of  the  utmost  responsibility  and  trust  — 
which  is  precisely  what  your  patient  is  seeking 
even  though  he  is  surrounded  by  physicians, 
a choice  of  specialists,  laboratory  and  medical 
technicians,  nurses,  private  and  governmental 
health,  welfare  and  social  agencies  — all  of 
which  are  eager  to  satisfy  his  wants.  Do  we 
need  reminding  that  the  health  industry  now 
employs  more  persons  than  any  other  industry 
in  the  United  States  except  for  agriculture,  and 
that  these  people  will  fill  the  vacuum  you  leave 
— if  you  choose  to  leave  it?  In  this  role,  a per- 
sonal physician  will  be  very  much  of  a specialist 
himself.  He  will  have  to  have  many  attributes 
and  capacities,  as  well  as  substantial  knowledge, 
which  most  of  the  other  specialists  will  not  have. 


Second,  if  we  can  agree  that  society  does  have 
a need  for  personal  physicians,  then  it  follows 
that  we  must  reorient  our  undergraduate  and 
graduate  medical  curricula  to  stimulate  the  pro- 
duction of  such  physicians,  and  then  keep  them 
up  to  date.  This  doesn’t  strike  me  as  particularly 
difficult.  Its  only  real  requirement  is  that  we  first 
make  a genuine  effort  to  determine  what  kind 
of  education  and  training  the  personal  physician 
will  need,  and  then  distribute  that  knowledge  so 
that  it  can  be  geared  to  his  anticipated  require- 
ments. We  can  expect  this  knowledge  to  be  heavy 
in  the  field  of  internal  medicine,  pediatrics,  ob- 
stetrics, preventive  medicine,  behavioral  science, 
office  surgery,  the  emergency,  and  all  of  the 
health  resources.  Meanwhile,  specialty  emphasis 
would  be  shifted  toward  the  graduate  years, 
thereby  greatly  diminishing  the  influence  on  the 
student  of  the  sub-specialty  departments.  In- 
struction within  the  medical  school  would  be 
interdisciplinary  in  character,  but  there  would 
be  a shift  in  the  focus  of  medical  education 
away  from  the  patient  who  is  supine  in  a teach- 
ing hospital”  and  toward  the  patient  who  is 
ambulatory,  and  preferably  outside  the  hospital. 
After  graduation,  continuing  education  takes 
over.  Unfortunately,  I am  afraid  that  our  medi- 
cal schools  have  placed  a disproportionate  em- 
phasis on  teaching  programs  for  the  undergrad- 


uate student  in  the  past,  as  compared  to 
programs  for  the  man  in  practice.  A medical 
school  will  never  rise  to  its  true  responsibility 
until  it  aceepts  its  larger  role  as  the  instrument 
through  whieh  medical  knowledge  is  transmit- 
ted to  all  members  of  the  profession,  at  whatever 
stage  of  development  or  maturity  they  may  be. 
The  assumption  of  this  role  by  the  medieal 
school,  if  accomplished  simultaneously  with  the 
redefinition  of  general  practice,  and  its  attendant 
curriculum  change,  will  have  a welding  effect 
within  our  profession  the  like  of  which  we  have 
not  seen  in  many  decades. 

It  is  in  this  later  aspect  which  brings  up  the 
third  and  last  step  whieh,  as  a profession,  we 
must  take  together.  I refer  to  the  amalgamation 
of  the  medical  profession  into  a solidified  unit 
in  which  each  segment  reeognizes  and  acknow- 
ledges the  merit,  contributions,  and  worth  of 
the  others  with  whieh  it  is  interdependent.  This 
is  the  only  route  that  will  permit  us  to  present 
a successful  professional  posture  to  those  with 
whom  we  have  to  deal,  be  they  insurance  car- 
riers, federal  and  state  governments,  or  our 
general  public.  Only  by  this  route  will  v/e  be 
construed  as  eligible  to  reassert  the  initiative 
and  maintain  our  position  of  leadership  in  health- 
related  affairs.  But  this  could  be  a tall  order, 
and  may  require  a type  of  firmness  and  discipline 
even  beyond  that  which  we  now  have  within  our 
profession.  We  may  find  it  necessary,  for  ex- 
ample, to  license  and  qualify  ourselves  in  differ- 
ent categories,  thereby  following  the  leadership 
already  demonstrated  to  society  by  other  health 
professions  such  as  nursing  and  osteopathy.  But 
how  much  more  preferable  that  we  do  this  by 
ourselves  than  have  it  done  to  us,  indirectly, 
through  the  control  of  hospital  privileges,  third- 
party  payments,  etc. 

If  men  of  our  profession  have  dignity,  and 
are  unafraid,  then  the  required  discipline  and 
respect  will  follow  as  a matter  of  eourse.  The 
steps  I have  offered  for  your  consideration  rep- 
resent a route  by  which  I belie\  e our  profession 
can  achieve  the  stature  and  self-confidence  it 
requires. 

Southwestern  Medicine 

April,  1965  issue 
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TMC  Gets  Firefighters  Award 

For  the  initiative  shown  in  the  evacuation  of 
84  patients  during  a hospital  fire  last  November 
7th,  Tucson  Medical  Center  yesterday  received 
the  annual  award  of  the  Tucson  Firefighters 
Association. 

It  was  the  association’s  fifth  annual  award. 
Last  year’s  citation  went  to  the  City  of  Tucson 
in  behalf  of  the  citizens  who  assisted  in  the 
evacuation  of  employes  during  the  Supreme 
Cleaners  explosion. 

In  accepting  the  award,  TMC  Administrator 
Richard  Durbin  said  it  recognized  the  outstand- 
ing abilities  of  the  medical  and  hospital  staff 
“in  just  one  of  the  challenges  they  are  constantly 
asked  to  face.”  He  pointed  out  that  long  hours 
of  preparation  went  into  the  disaster  plan  used 
on  the  night  of  the  fire. 

Durbin  also  had  praise  for  the  Tucson  Fire 
Department.  He  said,  “It  is  probably  without 
exception  the  best  in  the  country.  They  know 
what  to  do  and  when  to  do  it  in  an  emergency.” 

Tucson  Daily  Citizen,  April  13,  1965. 


PARK  CENTRAL  NORTH 
MEDICAL  BUILDING 

461  West  Catalina 
(Adjacent  to  Saint  Joseph's  Hospital) 
Phoenix,  Arizona 

A FEW  CHOICE  SUITES 
AVAILABLE 

* All  utilities  and  janitor  services  furnished. 

* Complete  offices,  including  built-ins,  floor- 

covering, etc. 

* Covered  carports  for  physicians. 

* Ample  parking  for  patients. 

Further  details  and  leasing  information  may 
be  obtained  by  calling: 

Park  Central  Executive  Offices  264-5575 
or 

L.  W.  Wadleigh 

8 A.M.-5  P.M.  264-5575,  after  5 P.M.  265-4333 


THIRTY-FIVE 

YEARS 

CURING  DOCTORS 
CARS 

Loaners  Always 
Available 


TONY  COURY 


525  WEST  MAIN 
MESA.  ARIZONA 
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AMherst  4-4111 
PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


is  beautiful,  heated  swimming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
ley  ball,  ping  pong,  shuffleboard  and  badminton, 
all  under  the  supervision  of  a trained  therapist. 

Those  preferring  restful  relaxation  may  enjoy 
quiet  conversation  in  the  beautiful  lawn  and 

grove  area  with  its  scenic  mountain  backdrop. 


5055  North  34th  Street 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


OVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSi'*CI - N 


When  the  call  is  for 
CARDIOGRAPHY... 


tlie  new  500  VISO  ma.kes  everytlxing  easier 

HEWLETT  m 
PACKARD  M SANBORN 
mi  DIVISION 

Hewlett-Packard,  JVeely  Sales  Division,  3009  N.  Scottsdale  Road,  (602)  945-6142 

Scottsdale,  Arizona  85251 
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ARIZO^A  SOCIETY  OF 
ANESTHESIOLOGISTS 
ELECT  OFFICERS 


TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


At  a recent  meeting  of  the  Arizona  Society  of 
Anesthesiologists,  held  in  Tucson,  the  following 
officers  and  board  members  were  elected: 

Max  Baumeister,  M.D.,  President  — Tucson; 
Warren  Sergent,  M.D.,  President-Elect  — Phoe- 
nix; Murray  Rosen,  M.D.,  Vice  President  — 
Phoenix;  A.  J.  Ochsner,  II,  M.D.,  Secretary  and 
Treasurer  — Yuma. 

' Board  of  Trustees:  Robert  Pfundt,  M.D., 
Tucson;  Audrey  Urry,  M.D.,  Phoenix;  Boyden 
Crouch,  M.D.,  Phoenix. 


REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  PRACTICES  OF  THE  A.M.A. 

Arbitrary  Restrictions  by  Hospitals  Against 
General  Practitioners  and  Other  Non-Specialists 


In  establishing  the  Committee  on  Medical 
Practices  in  November,  1955,  the  AMA  House 
of  Delegates  instructed  “this  committee  to  use 
its  full  influence  to  discourage  any  arbitrary 
restrictions  by  hospitals  against  general  prac- 
titioners as  a group  or  as  individuals.”  In  the 
same  resolution,  the  House  instructed  “the 
(AMA)  representatives  on  the  Joint  Commission 
on  Accreditation  of  Hospitals  . . . “to  stimulate 
action  by  that  body  leading^  to  the  warning, 
provisional  accreditation,  or  removal  of  accredi- 
tation of  community  or  general  hospitals,  which 
exclude  or  arbitrarily  restrict  hospital  privileges 
for  generalists  as  a class  regardless  of  their  indi- 
vidual professional  competence,  after  appeal  to 
the  Commission  by  the  county  medical  society 
concerned  ” . . . 

Since  the  preparation  of  its  annual  report  for 
1964  (Handbook  of  the  House  of  Delegates, 
Clinical  Session,  1964,  pages  361-362),  it  has 
been  brought  to  the  attention  of  the  Committee 
on  Medical  Practices  that  arbitrary  discrimina- 
tion by  hospitals  against  general  practitioners 
and  other  non-specialists  is  more  widespread 
than  is  generally  believed  by  the  medical  pro- 
fession. This  discrimination  is  in  direct  conflict 
with  the  letter  and  spirit  of  the  principles  of 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals. (Handbook  of  the  House  of  Delegates, 
Clinical  Session,  1964,  page  325,  which  states 
“that  general  practitioners  should  have  the  op- 
portunity to  practice  medicine  as  active  staff 
members  in  hospitals  and  should  have  granted 
to  them  such  hospital  privileges  as  their  training 
and  demonstrated  skills  indicate.) 


The  Committee  on  Medical  Practices  wishes 
to  commend  the  JCAH  on  their  stand.  However, 
the  Committee  would  like  to  call  to  the  attention 
of  this  House  that  hospital  bylaws  have  been 
found  which  specify  that  privileges  in  their 
clinical  departments  will  be  granted  only  to 
those  physicians  who  are  specialty  certified  or 
certification  eligible,  or  who  are  members  of 
specialty  societies. 

The  Committee  on  Medical  Practices  believes 
that  arbitrary  discrimination  by  hospitals  against 
general  practitioners  is  creating  a division  within 
the  ranks  of  American  medicine.  This  is  harmful 
to  the  public  which  American  medicine  serves. 
We  need  to  present  a united  effort  to  keep 
the  supply  of  medical  care  adequate  with  free 
choice  to  those  who  wish  to  utilize  the  talents 
of  general  praetitioners  and  other  non-specialists. 

Accordingly,  the  Committee  on  Medical  Prac- 
tices requests  the  House  of  Delegates  to  instruct 
the  AMA  representatives  on  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  to  take  cog- 
nizance of  the  existing  widespread  discrimination 
by  hospitals  against  general  practitioners  and 
to  work  towards  action  by  JCAH  leading  to 
provisional  accreditation  or  removal  of  accredi- 
tation of  community  or  general  hospitals  which 
do  not  extend  hospital  privileges  to  all  (pialified 
physicians  according  to  experience,  judgment, 
ability,  and  competence.  The  Committee  on 
Medical  Practices  firmly  believes  that  such  ac- 
tion by  the  House  of  14elegates  is  necessary  at 
this  time  and  would  effectiveK'  implement  the 
repeatedly  expressed  policy  ol  the  House  of 
Delegates. 
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The  big  question  has  been  answered  for  many  people.  The  report  of  the 
Surgeon-General  on  Smoking  and  Health  gave  strong  support  to  the 
overwhelming  evidence  accumulated  by  the  American  Cancer  Society 
over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational 
efforts,  with  teen-agers  the  specific  target.  Many  private  and  government 
agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon- 
General’s  report  has  been  blurred  with  the  passage  of  time.  Unless  those 
with  the  responsibility  for  protecting  health  act  vigorously,  the  public 
will  continue  to  lose  sight  of  the  risk... and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults 
to  stop  smoking  cigarettes?  How  to  infiuence  teen-agers  not  to  start? 
How  to  help  those  who  want  to  stop  but  can’t? 

Between  us,  doctor,  we  must  find  the  answers. 

american  cancer  society 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORiNL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


STABILITY 


OF 


SATISFACTION 


SERVICE 


AND 


For  Complete 
Information,  Contact; 

'CHARLES  A.  DeLEEUW 
PHOENIX 
3424  N.  Central  Ave.  266  — 2403 

RONALD  E.  DEITRICH 
TUCSON 

5201  N.  Oracle  Rd. 
297-1158 


A STATEWIDE  PROTECTION  PROGRAM 

12  YEARS  OF  PROFESSIONAL  PREFERENCE  IN  ARIZONA 

ADMINISTRATION  ON  A PERSONALIZED,  LOCAL  BASIS 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
Injured. ..but  also  in  “peace  of  mind’’  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power" 


SECURITY 


UP  TO  $600  Monthly  Income  Benefit  Available 

Accidental  Death  & Dismemberment  Plan 
UP  TO  ^•V/W/'VV/V/  Also  available  for  members  and  wives. 


Underwritten  by 

National  Casualty  Company 

of  Detroit,  Michigan 


APPROVED  AND  RECOMMENDED  BY  THE 
MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

for  members  of 

The  Arizona  Medical  Association,  Inc. 
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ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M D 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


lUedical  Center  anel  Clinical  Xa^eratcrif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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ArMA 

DIRECTORY 
AND  CIASSIFIED 
RATES 

• Professional  card  and  classified  space  is  avail- 
able at  $3.50  for  the  first  fifty  words  or  less; 
5c  for  each  additional  word  thereafter. 

• Mail  copy  to  Business  Manager,  ARIZONA 
MEDICINE,  Post  Office  Box  128,  Scottsdale, 
Arizona  85252,  not  later  than  the  tenth  of  the 
month  preceding  publication. 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate 

American  Board  of  Internal  Medicine 
and  Subspecialty  Board  of  Allergy 

31  W.  CameJback  Road  500  W.  10th  Place 

Phoenix  Mesa 

277-3337  969-3966 

HOWARD  M.  PURCELL,  JR.,  M.D. 

JAMES  A.  SMIDT,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


ROBERT  HEALY  STEVENS,  M.D. 

Fellow  American  College  Chest  Physicians 
Allergy  and  Internal  Medicine 

The  Medical  Center 
1313  N.  2nd  Street 
Phoenix  4,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

ONCOLOGY 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 
Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 

ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D. 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 
*Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  Street  — Phoenix,  Arizona  — CR  7-621  1 
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Pharmacy  Directory 


PATHOLOGY 


LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Oiplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AAA  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


RADIOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 

1313  N.  Second  St. 

Phone  Alpine  8-3484 
Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  AAcDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

Alpine  8-1601  WHitney  5-3959 


SURGERY 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

AAid-Town  AAedical  Building 
1 North  12th  Street 
Phoenix,  Arizona 


Fairmont  Pharmacy 

3231  East  AAcDowell  Road  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS  - COSAAETICS  - FOUNTAIN 
BRidge  5-5719  FREE  DELIVERY 


tScoHsJale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  AAedical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 
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